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The medical or conservative treatment of 
uncomplicated duodenal ulcer is time hon- 
ored and when properly carried out will 
relieve symptoms in approximately 90 to 
95 per cent of cases. Although over thirty- 
five years have elapsed since Sippy formu- 
lated the basic principles of modern peptic 
ulcer therapy, only a few modifications of 
his original regimen have gained wide ac- 
ceptance in this period. New antacid and 
antispasmodic drugs have been introduced, 
diets have been liberalized, but little has 
been altered in the fundamentals of treat- 
ment first proposed by Sippy. Why then, 
if medical treatment is so successful, is 
there a need for the present discussion, 
“Newer drugs in the medical management 
of peptic ulcer?’”’ Our present plan of medi- 
cal management, while successful in reliev- 
ing symptoms in the vast majority of in- 
stances, fails to prevent recurrence of ul- 
cer symptoms. The recurrences and com- 
plications of the disease that occur with 
such established methods have emphasized 
to clinicians the inadequacies of current 
therapy and have stimulated constant in- 
vestigation and research for more efficient 
and effective drugs. Ingelfinger' found 
that one half of his cases relapsed within 
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one year and 85 per cent within two years. 
At the end of ten years only 1 out of 10 
patients remained free from symptoms. He 
wrote, “The long term medical management 
in brief is so unsatisfactory as to be virtu- 
ally nonexistent. Any change could be hard- 
ly for the worse.’ While this attitude may 
be unduly pessimistic, it does reflect the 
dissatisfaction felt by the profession at 
large with our present long term peptic ul- 
cer management. Newer antacid, antispas- 
modic, and anticholinergic drugs are there- 
fore being constantly introduced in an ef- 
fort to prevent the inevitable recurrences 
that accompany this disease. 

Based on research and clinical observa- 
tion, opinion is now rather general that 
peptic ulcer is associated in origin with a 
combination of three factors: increased se- 
cretion of hydrochloric acid, increased mus- 
cular contraction which is termed “spasm,” 
and decreased resistance of the mucosa to 
these abnormal factors. Jordan® wrote, “All 
therapy of this disease up to the present 
time is based on this conception of the eti- 
ology, even though it is recognized as the 
secondary etiology. The basic etiology be- 
hind these factors remains unidentified”’. 
The present discussion will approach the 
therapeutic problem in this fashion: 

I. Measures to control the secretion of 
hydrochloric acid; 

A. Antacid therapy. 
Bb. Antisecretory and cholinergic block- 
ing agents. 

Il. Measures to relieve muscular spasm 
in the gastrointestinal tract (antispasmod- 
Ics). 


III. Measures calculated to increase the 
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resistance of the gastric and duodenal mu- 
cosa to erosion by the digestive juices. 

I MEASURES TO CONTROL THE SECRETION 

OF HYDROCILLORIG ACID 
A. ANTACID THERAPY 

1. Protein Hydrolysate Therapy :—Pro- 
tein hydrolysates will initially decidedly re- 
duce the free hydrochloric acid of the stom- 
ach but after a period of time, depending 
on the dose used, the total acidity rises to 
values the initial level. Repeated 
hourly doses of 25 grams of protein hydro- 
lysates eventually cease to neutralize the 
free acid in the stomach. The length of the 
neutralizing time depends on the rate of 
gastric emptying, the longer P. H. remains 
in the stomach the longer will be the period 
of neutralization. The larger the dose of 
P. H. the more prolonged is the gastric 
emptying time. Amino acids in the upper 
part of the small intestine apparently stim- 
ulate the secretion of hydrochloric acid at 
a faster rate than it can be buffered by 
further small doses of P. H. in the stomach. 
Clinically, pain subsides more slowly when 
P. H. is used to neutralize acid than when 
other antacids are used. Pain frequently oc- 
curs during continuous intragastric drip 
treatment which according to Woldman”’ 
never occurs with aluminum hydroxide drip 
therapy. Rapid recurrence of ulcer symp- 
toms after treatment has ceased occurs in 
many cases. Complications such as hemor- 
rhage, perforation, obstruction during 
treatment have been reported by several 
investigators. These facts plus unpalata- 
bility, and relatively high cost, seriously 
limit the general application of this form of 
therapy. 


above 


2, Anion Exchange Resins: — Synthetic 
were first shown to be effective 
agents for reducing gastric acidity by Mar- 
tin and Wilkinson in 1946.'! Since then a 
number of investigators have reported that 
the resins relieved pain, epigastric distress, 
and heartburn with an effectiveness supe- 
rior or comparable to older standard meth- 
ods of treatment. Subsequent studies indi- 
cate that although anion exchange resins 
may partially reduce gastric acidity they do 
not appear superior to other antacids and 
are less effective than either calcium car- 





resins 
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bonate or aluminum hydroxide. Lar; 

amounts of the resins are required to ne 

tralize gastric acidity for one hour. Tran 

ient increases of acidity occur in many i 

stances within fifteen minutes after t} 

preparation is taken. Approximately 25 per 
cent of patients receiving the resin complain 
ot the disagreeable taste and smell of the 
preparation. Nausea, vomiting, sour ston - 
ach, epigastric fullness, constipation, anal 
and esophageal burning are common side 
effects. Reduction of gastric acidity, inac- 
tivation of pepsin, symptomatic relief and 
roentgenographic evidence of healing fo!l- 
lowing resin therapy are comparable or in- 
ferior to results obtained from conventional! 
plans of treatment. It would appear there- 
fore that anion exchange resins in their 
present form have little if any advantag: 
over older antacids. Their cost, disagree- 
able taste and odor, and unpleasant side ef- 
fects definitely limit their use in any long 
continued plan of medical management. 


> 


3. Detergents:—Sodium alkyl sulphate, 
a new detergent, eliminates peptic activit) 
of gastric juice in vitro but does not de- 
crease the peptic activity of gastric juice in 
man, probably because of the blocking ef- 
tects of certain lipids. Kirsner et als’ ex- 
perience with SAS once again was said to 
demonstrate that results in a test tube or 
the dog are not automatically transferable 
to man. 

t. Mucigogues:—Recently Bandes® and 
his group have introduced a variation of 
gastric mucin therapy. These investigators 
reported their experiences with an aqueous 
emulsion of a topical mucigogue (eugenol). 
The technique employed required gastric 
lavage with eugenol, which was allowed to 
remain a few minutes and then removed by 
gastric aspiration. Conclusive evidence of 
therapeutic effect was lacking. They con- 
clude that the discovery of a mucigogue that 
does not require aspiration from the stom- 
ach may eventually prove of clinical value. 

5. Irradiation:—Ricketts** and his asso- 
ciates found that the resultant achlorhydria 
from irradiation lasted from a few days to 
as long as eight years. Results from x-ray 
therapy were in general unpredictable and 
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inconstant. Ulcer pain was said to disap- 
pear during the period of achlorhydria and 
recurred when the acid secretion returned. 
Achlorhydria of three months duration was 
invariably followed by ulcer healing. How- 
there can be no assurance that the 
stomach may not be seriously damaged by 
treatment. In general x-ray therapy as a 
method of reducing gastric acidity seems 
to have little promise and may seriously in- 
jure the stomach. 


ever, 


6. Conventional Antacid Therapy: — 
None of the available antacids completely 
neutralizes free gastric acidity in man for 
prolonged periods. Relatively large amounts 
of antacid, 10 to 20 times in excess of that 
necessary in vitro experiments, are required 
to lower the free acidity in man for even 
brief periods of time. This is probably be- 
cause of gastric emptying and the continued 
secretion of acid. Rebound increases of 
acidity have been reported with all antacids 
and further impair the efficiency of antacid 
therapy. Although a large number of ant- 
acid preparations are available, evidence of 
alleged superiority of any one does not seem 
conclusive. Apparently, it makes little dif- 
ference what antacid is used as long as it is 
given in large doses and at frequent inter- 
vals. When antacids are given seems more 
important than what antacid is adminis- 
tered. Antacid administered three or four 
times daily is inadequate antacid therapy. 
There is no point in administering an ant- 
acid before or immediately after meals be- 
cause food itself possesses some buffering 
and antacid effect and the concomitant in- 
take of antacid would seem unnecessary at 
this time. Effective antacid treatment com- 
prises the almost continuous administration 
of antacid, milk and cream, and soft bland 
foods as originally described in the Sippy 
program. 
medication is not practical for prolonged 
ise. The regimen is tedious and patients 
will not continue such a program over pro- 
longed periods of time. Although this plan 
of management efficiently controls ulcer 
symptoms in most cases, recurrences con- 
tinue to be a major problem. A more at- 
tractive and practical plan of treatment 


However, the hourly intake of 
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would be the effective inhibition of gastric 
secretion by an orally administered drug. 
B. ANTISECRETORY AND CHOLINERGIC 
BLOCKING AGENTS 

Antihistamines have been suggested as a 
measure to inhibit gastric secretion of hy- 
drochloric acid by counteracting the effects 
of endogeneous produced histamine by an 
antihistaminic agent. These preparations 
have proved disappointing and are of no 
value in the management of peptic ulcer. 

Tetraethyl ammonium chloride and bro- 
mide have been recently used in the treat- 
ment of duodenal ulcer. The drugs act by 
blocking the transmission of both sympa- 
thetic and parasympathetic nerve impulses 
at the ganglia of the autonomic nervous sys- 
tem. These preparations are of limited value 
in the treatment of peptic ulcer because the 
duration of their therapeutic effect is so 
fleeting. Side reactions of mydriasis, dry- 
ness of the mouth, and severe orthostatic 
hypotension limit the use of these drugs to 
hospital patients. Oral administration is 
ineffective and further limits the use of 
these preparations. The most important use 
of the drugs seems to be in the control of 
intractable night pain. 

Ganglion blocking methonium salts act in 
the same manner as TEAC TEAB. 
Hexamethonium is the most active com- 
pound in the series. The drug is given in- 
tramuscularly in doses of 100 mg. It in- 
hibits the secretion of hydrochloric acid to 
the point of achlorhydria for two to three 
hours and reduces the gastric acidity as 
long as four hours. Inhibition of both the 
nocturnal gastric secretion and gastric mo- 
tility occurs. The vagal phase of gastric 
secretion is strongly inhibited but the hu- 
moral phase is not influenced. Oral hexa- 
methonium depresses acid secretion in doses 
of 500 mg. but much less consistently than 
100 mg. of the drug intramuscularly. As in 
the case of tetraethyl ammonium com- 
pounds, hexamethonium has a marked tend- 
ency to produce a sympathetic block with a 
disturbing postural hypotension. Further 
research along this line should be to produce 
preparations that have a strong blocking 
action at the parasympathetic synapse and 


and 
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an insignificant action at the sympathetic 
ganglia. Effective oral compounds should 
be exceedingly valuable. 

Banthine is another quaternary ammon- 
ium compound that is receiving extensive 
clinical trial at the present time. The drug 
has a marked parasympathetic effect re- 
sembling that of atropine, but its action is 
more marked and prolonged. The associated 
block at the sympathetic ganglia seems 
minor as compared to its parasympathetic 
action. The effect of the drug is noted with- 
in twenty to thirty minutes after adminis- 
tration and persists as long as six to eight 
hours. Reduction in the volume of the 
twelve hour nocturnal secretion ranging 
from 30 to 86 per cent has been reported. 
Gastric secretion and motility are inhibited. 
Grimson and his associates** who intro- 
duced the drug in 1950 were so enthusiastic 
that they believed that banthine would even- 
tually be the sole drug needed in the treat- 
ment of peptic ulcer. As is usual with every 
plan of treatment advocated in peptic ulcer, 
these therapeutic hopes have not been ful- 
filled. There is no question as regards the 
ability of banthine to relieve the pain of an 
acute peptic ulcer. The relief of pain fol- 
lowing banthine in this type of case is dra- 
matic. In the case of chronic peptic ulcer 
the results of treatment with banthine are 
much less spectacular and may be even 
disappointing. The failure rate in compli- 
cated ulcer (perforation, hemorrhage, cic- 
atricial pyloric stenosis) is quite high. The 
more severe the symptoms are the less likely 
that they will respond to banthine. Banthine 
as the sole treatment of peptic ulcer is inad- 
visable. There appears to be some question 
as regards the efficacy of banthine in the 
prevention of recurrences when it is used 
prophylactically in the spring and fall of the 
year or during periods of emotional stress 
and nervous tension. The ability of patients 
with peptic ulcer to continue banthine when 
they are free from symptoms is seriously 
doubted. Even though banthine can drama- 
tically relieve the symptoms of peptic ulcer, 
roentgenographic evidence of ulcer healing 
may be lacking. Recurrence of ulcer symp- 
toms and complications of peptic ulcer may 
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occur during banthine therapy. Banthine 
in the opinion of most observers should sup- 
plement but never supplant conventio:a] 
therapy. There is some evidence that a tv)l- 
erance for banthine can be gradually ac- 
quired and subsequent administration of 
the drug can be relatively ineffective. Re- 
cently doubt has been cast on the ability of 
banthine to control the nocturnal and di- 
urnal secretion of hydrochloric acid both in 
volume or free acidity. Contraindications 
to banthine therapy include adynamic ileus, 
cicatricial pyloric stenosis, glaucoma, hyper- 
trophy of the prostate, cardiospasm, and 
coronary sclerosis. Undesirable side effects, 
including blurring of vision, dryness of the 
mouth, difficulty in voiding, constipation, 
nausea, and tachycardia, occur in approxi- 
mately one-third of patients receiving ban- 
thine. In only about 11 per cent of this 
number however, is it necessary to discon- 
tinue the drug because of the disagreeable 
side effects. 

Numerous other anticholinergic drugs are 
in the process of synthesis. Recent ones in- 
clude prantal methysulphate (Schering) 
and dibutoline. The effect of these prepara- 
tions seems much more variable, inferior, 
and inconstant when compared to that of 
banthine. No doubt further research and 
clinical investigation will discover more ef- 
ficient gastric antisecretory agents than 
any of the ones we have at the present time. 
This line of research is the most promising 
one at the present time. 

il MEASURES TO RELIEVE SPASM IN THE 

GASTROINTESTINAL TRACT (ANTISPASMODICS) 

Synthetic atropine-like compounds such 
as syntropan, trasentine, bentyl hydrochlo- 
ride, homatropine methyl bromide, pava- 
trine, profenil, anethone and dibutoline are 
less effective and inferior in most instances 
to belladonna and its alkaloids and have the 
disadvantage of being more expensive. Am- 
phetamine sulphate (benzedrine) in doses 
of 15 to 20 mg. depresses gastrointestina! 
motility but the nervous reactions that fol- 
low such large doses contraindicate its use 
as an antispasmodic. A number of prepara- 
tions on the market contain several anti- 
spasmodics often in combination with phen- 











obarbital. These combinations are offered 

the belief that the component drugs act 
synergistically. Such a belief does not ap- 
pear warranted from the evidence available 
at the present time. The inclusion of phen- 
obarbital, 30 mg. (12 grain) does not influ- 
ence the antispasmodic properties of any 
preparation. Belladonna and its derivatives 
still remain the most effective depressors 
of gastrointestinal motility that we possess. 
To achieve satisfactory clinical results the 
dose of belladonna and its alkaloids should 
be the largest amount which barely pro- 
duees side reactions. As a general rule no 
more than 1.3 ¢.c. (minims 20) of tincture 
belladonna or 0.6 mg. (1/100 grains) of 
atropine sulphate or bellafoline 0.5 mg. 
(1/120 grains) should be given at a single 
More than four such doses should not 
be given in a twenty-four hour period. In- 
dividual variation in response to these doses 
occurs and adjustment in dosage must be 
made if too pronounced an atropine action 
occurs (dilatation of the pupil, blurring vis- 
ion, cutaneous eruptions, dryness of the 
mouth, tachycardia, itching and dryness of 
the nose). Pharmacologically speaking 
there is little choice between various mem- 
bers of the group. It has been claimed that 
bellafoline produces fewer side effects than 
an equivalent dose of atropine but this claim 


dose. 


has not been substantiated. 

111 MEASURES CALCULATED TO INCREASE 
rHE RESISTANCE OF THE GASTRIC AND DUODENAL 
WUCOsSA TO EROSTON BY THE DIGESTIVE JULCES 


Enterogastrone, an extract of hog small 
intestine was introduced by Ivy and his co- 
workers*': ** in 1937. These investigators 
reported decreases in gastric secretion and 
motility following its use. The preparation 
was thought to prevent the development of 
ulcer in dogs subjected to the Mann-Wil- 
liamson operation, for periods of eighteen 
to thirty months after treatment was dis- 
continued. This, they thought, indicated 
that enterogastrone increased the resistance 
of the gastroduodenal mucosa to such a de- 
gree that erosion by the gastric juice could 
no longer occur. Subsequent studies by 


numerous investigators have almost uni- 
formly failed to confirm these conclusions. 
3enditt and his associates‘? summarize the 
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present status of enterogastrone therapy as 
follows: 


“Accumulated evidence from the litera- 
ture suggests that there may be a gastric 
secretory depressant in extracts from the 
small intestines of hogs. Preparations of 
this type have had inconstant and fre- 
quently insignificant activity. Before such 
preparations can possibly be applied to the 
treatment of peptic ulcer they must have 
greater potency and more constant activ- 
ity.” 

Sandweiss et als’ for some time have 
been interested in a possible pituitary-gon- 
adal mechanism in the pathogenesis of pep- 
tic ulcer. The anterior pituitary hormones 
(luteinizing and follicle stimulating) the 
corpus luteum hormone (progesterone) and 
urine extracts from pregnant and nonpreg- 
nant women (uroanthelone) appear to be 
of significant value in preventing and heal- 
ing experimental peptic ulcer in the dog. 
Concentrated extracts from these sources 
have been limitedly used in the treatment 
of peptic ulcer with disappointing and in- 
conclusive results. The most recent addition 
to this type of therapy has been an extract 
from pregnant mares’ urine (kutrol). At 
the present time conclusive evidence regard- 
ing its value or lack of value cannot be de- 
termined. It would appear, however, from 
the evidence available that the preparation 
is not sufficiently potent and constant in its 
composition to expect good clinical results. 

SUMMARY 

The therapeutic aim in peptic ulcer ther- 
apy proposed by Sippy in 1915 of “effi- 
ciently shielding the ulcer from the corro- 
sive action of gastric juice by maintaining 
accurate neutralization of all free hydro- 
chloric acid,” has not been solved by modern 
antacid therapy. As far as present day ant- 
acids are concerned there seems to be little 
choice between the numerous preparations 
now available. As long as the preparation 
is given at frequent intervals after meals 
(preferably every hour during the waking 
hours) it would appear to make little differ- 
ence as regards the antacid selected. Deter- 
gents, mucigogues, and irradiation therapy 
to date have added little if any to our thera- 
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peutic hope for a completely successful ant- 
acid agent. Anion exchange resins, protein 
hydrolysates appear to offer no particular 
methods of 


advantage conventional 


treatment. 


over 


Modern antispasmodic drugs such as syn- 
tropan, pavatrine, dibutoline, 
homatropine methyl bromide, bentyl hydro- 
chloride, benzedrine sulphate, levorotatory 
hyoscyamine (bellafoline) have a spasmoly- 
tic action in most instances inferior to that 
of therapeutic doses of belladonna and its 
alkaloids. They have the disadvantage of 
being more expensive. To be effective bel- 
ladonna alkaloids must be given in doses 
just short of that dose that produces dis- 
Correctly used 


trasentine, 


agreeable side reactions. 
atropine and its derivatives have a thera- 
peutic value equal if not superior to that of 
any modern antispasmodic drug. 

Cholinergic blocking agents, banthine in 
particular, are the most promising of our 
modern anti-uleer drugs. As valuable as 
banthine probably is, the drug is not to be 
regarded as a cure all in peptic ulcer. Fol- 
low-up studies appear to indicate that the 
recurrence rate may not be significantly in- 
fluenced by the drug. Relapses and compli- 
cations continue even though the prepara- 
tion is continuously administered. Toler- 
ance to banthine may develop and render 
further administration ineffective. Side ef- 
fects of banthine therapy are often quite 
disturbing in recommended doses. Contra- 
indications are numerous and limit its use- 
fulness. Control of gastric acidity and the 
nocturnal secretion of acid may be incon- 
sistent. Generally speaking, although ban- 
thine is a most valuable therapeutic addi- 
tion to the therapy of acute ulcer there 
seems to be much doubt as to its exact posi- 
tion in the management of the chronic and 
recurrent case. 

Enterogastrone, uroanthelone and preg- 
nant mares’ urine all represent advances in 
the proper direction. Efforts to improve 
the potency of these preparations should be 
continued. Should such a preparation prove 
effective in increasing the resistance of the 
gastroduodenal mucosa to peptic erosion, a 
therapeutic objective will be attained. In 
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their present form, probably as a result oj 
low potency, they are therapeutically inef- 
fective. 

It becomes apparent that modern ulcer 
therapy has been little changed by our pres- 
ent day drugs. Basically, we have not al- 
tered the underlying personality, aggres- 
sions, tensions, driving ambitions, frustra- 
tions, and inhibitions of the ulcer patient 
Even though we know that ulcer exacerba- 
tions occur most frequently in the spring 
and fall of the year, during periods of hard 
work, emotional tension, or following respi- 
ratory infections, there is no reliable evi- 
dence that prophylactic diets, banthine, ant- 
acid or antispasmodic therapy at these 
times will be effective in the prevention of 
recurrences. From a drug standpoint the 
most promising line of therapeutic advance 
sems to be along the line of development of 
more effective anticholingeric drugs and 
potent preparations that will effectively in- 
crease the resistance of the gastrointestinal 
mucosa to erosion by the acid gastric juice. 
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DISCUSSION 
McHardy 
comprehensiveness, Dr. 
little for 


agreement. I 


Dr. Gordon (New Orleans): In its 


Matthew’s presentation 


leaves discussion. Primarily, I am in 


shall reemphasize some of his con- 


clusions and add an occasional observation from 
my experience. 

Obviously, successful peptic ulcer therapy re- 
quires control of gastric secretion and motility. Dr. 
Matthews indicates 
The 


achieved 


ymptomatic relief an easy ac- 


complishment. medical objective, however, 


should be and perpetuation of healing 


with complication prevention, not merely sympto- 


matic relief. Requisites to such accomplishment are 


patient individualization with thorough examina- 


tion, adequate control and a reasonable psycho- 


somatic approach by a physician who understands 
both patient and disease, practical dietary instruc- 
tion including stimulant abstinence and ou 
pharmaceutical armamentarium: the antacids, se- 
cretory inhibitors, antispasmodics and sedatives. 

under discussion today are in- 


Into this realm 


troduced each year a variety of products compar- 
their 


psychic influence of newness, their principal bene- 


able with vitamins in usefulness. Beyond 
fit is income to the manufacturer and distributor. 
The individual physician must share the responsi- 
bility in this patient exploitation. Aside from this 
responsibility it is the true duty of the physician 
to adhere to an accepted economic program, school- 
ing his patients against the novelty of a new drug 
which the patient visualizes as permitting abandon 
of therapeutic principles. 


Dr. Matthews has eliminated antihistamine, en- 


terogastrone, urogastrone and sex hormone from 
practical applicability. 1 concur with his conclu- 


sion and condemn the use of any of these products 


other than for experimental purposes. There was 
properly no mention of ACTH and cortisone; be- 
cause some individual might think this an omission, 


the 
ACTH in the management of a peptic 


I emphasize established contraindication to 
cortisone and 
uleer patient. Seymour Gray has observed cortisons 


ACTH 


concomitant 


and produced gastric and duodenal ulcers 
with increase in gastric activity and 
pepsin to levels usually observed in an active ulce? 
patient. 

I am happy to concur with Dr. Matthews in his 


conservatism with relation to the anticholinergics. 
Certainly, however, they have been a stimulation 
which may bring about a more successful and a 
the patient. 


Banthine bromide, of course, led the field. Prantal 


more guided management of ulcer 


is a weaker preparation with less side effect but 
probably of equivalent action though more variable 
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in double the milligram dose of banthine. Trey 
Schieffelin) seems twice the strength of banthi: 
In addition, to my knowledge under observation 
this time are Upjohn’s U-0407, Winthrop’s W 
4369, Schering’s 1667, and Searle’s SC-3171, a ba 
thine-like compound AP 193, 385 and 229. Sche 
ing is about to release for experimental clinic: 
study a product superior to prantal. All observ: 
tions, however, on drugs other than banthine and 
prantal must await a reasonable period of tria 
Regardless, these anticholinergics in their present 
status seem to have their greatest efficiency 
their effect upon gastrointestinal motility. I woul 
tend to agree with Legerton and Ruffin that th: 
antispasmodic action of banthine is probably tl 
source of pain relief because of their findings 
addition to the fact that promptness of pain reliet 
certainly cannot mean influence on acidity. The 
efficiency of each of these drugs is much enhanced 
by parenteral While orally tar 
thine is not constantly a secretory inhibitor, pare: 
terally and intraduodenally it is. fee] 
U-0407 efficient orally in 1 with les 
side effects than banthine. He is also favorably im 
pressed by 385 and 229, neither of which have been 
available to me. Repeat action prantal seems more 
efficient than ordinary prantal. Banthine toleranc 
was an early observation in our studies, denied by 
Grimson and now being confirmed by time. There 
may be less tolerance to prantal. There may be 
value to alternation. Banthine is 
metabolized or excreted 
studies 


administration. 


Kirsner 


3 of cases 


more rapidly 


than prantal. Excretory 
per cent excreted un 
changed, banthine 15 per cent excreted unchanged. 
Tolerance may more of the banthine mole 
cule is changed into a parasympatholytically inac- 
tive substance 


show prantal 606 


mean 


As we move along in this field we find that the 
newer anticholinergics being introduced are ap- 
parently safer, can be used in smaller dosage and 
have less side effect. Progress is being made to- 
ward synthesis of an effective gastric secretory in- 
hibitor. To this time, I do not know of 
fective anticholinergic, however, that can be used 
in the presence of glaucoma. In this instance, in 
addition 


any ef- 


to avoidance of the anticholinergics, one 
belladonna, the other 
derivatives but it is reasonably safe to use benty] 
hydrochloride and some of the other theoretically 
efficient antispasmodics. 


must not use atropine or 


Dr. Matthews has made a worthy statement | 
often am guilty of neglecting, “It is more impor- 
tant to know when to give an antacid than what 
antacid to give.” Both are important. We should 
select an antacid which is inexpensive, which can 
be given with impunity and which can be given 
freely to reasonably control the gastric secretory 
function. Beyond this, frequency and administra- 
tion apart from feedings seems most reasonable 
to achieve optimum secretory control. 
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SURGICAL MANAGEMENT OF 
PEPTIC ULCER* 
CLAUDE C. CRAIGHEAD 


NEW ORLEANS 


DR. 


INTRODUCTION 

The fact that 15 per cent of benign pep- 

ulcer patients require some form of sur- 
very during the course of their disease es- 
tublishes the combined medical and surgi- 
cal aspects of the problem. Whereas in for- 
years the majority of ulcer patients 
were content to remain under medical man- 
agement, today, because of improved surgi- 


cal measures and because of a significantly 
lower operative mortality, and provided in- 
dications for surgery exist, increasing num- 
bers of patients are willing to have surgical 
therapy. 

INDI 


ATIONS FOR SURGICAL INTERVENTION 


I HEMORRHAGE 

The proper time to operate on the bleed- 
ing peptic ulcer remains unsolved. In my 
opinion, surgery should be considered in 
continued massive bleeding which cannot be 
controlled by blood replacement and in a 
certain number of patients who bleed slow- 
ly for several days. Fortunately, most pa- 
tients will stop bleeding without surgery. 

The theory that the blood should be re- 
placed in these patients just sufficiently to 
keep up the filtration pressure of the kid- 
neys has long since been discarded. The 
patient should be maintained at as nearly 
normal levels of blood pressure and pulse 
as are possible to achieve. 

How are we to determine the site of hem- 
orrhage preoperatively? This may be dif- 
ficult but there are certain signs and diag- 
nostic aids which are of value. Many pa- 
tients who have a chronic callused ulcer, 
and this is the type most likely to bleed, 
will have already had the diagnosis of ulcer 
sometime in the past. The value of thin 
barium in the active bleeder has been prov- 
en to outweigh the possibility of increasing 
the hemorrhage through manipulation at 
fluoroscopy. The blood in the gastrointes- 
tinal tract may at times obscure and con- 
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fuse the x-ray findings and the benefits of 
this diagnostic aid will be negated. How- 
ever, barium by mouth does no harm and 
should be given if an ulcer is suspected. 
Another cause of massive upper gastroin- 
testinal hemorrhage is gastroesophageal 
varices. The history is often of alcoholism 
and there may be findings of a nodular 
liver and palpable spleen. The derangement 
in the liver profile, if there are a negative 
history and physical, often indicates the un- 
derlying liver disease, and liver function 
the bromsulphalein test 
which can be done rapidly and easily, should 


tests, especially 


be performed in obscure cases. These cases 
may also be diagnosed with barium or eso- 
phagoscopy. The iatter can be done at sur- 
gery after the anesthesia has been started 
and before the abdomen is opened. 


There are, of course, many other causes 
of upper abdominal hemorrhage. Blood 
dyscrasia may produce serious and fatal 
hemorrhage as a result of minor ulceration 
of the gastrointestinal tract. Gastritis, tu- 
mors of the stomach and small bowel, and 
diaphragmatic hernia with ulceration add 
to the difficulties. 

After a period of observation a decision 
is reached to explore the patient and the 
diagnosis may or may not have been at- 
tained. The same consideration asserts it- 
self here as in severe hemorrhage from war 
wounds. Sometimes it may be necessary to 
operate with the patient in shock to stop 
the hemorrhage. 

If on exploration the ulcer is obvious, the 
primary concern is to attack the bleeding 
point. This poses a difficult problem. It 
usually is not feasible to suture the bed of 
the scarred ulcer and stop the bleeding or to 
ligate the feeder vessel, most likely the gas- 
troduodenal, because it may be involved in 
scar tissue to the hepatic artery. The ulcer 
can be removed with as much dispatch as 
a compromise procedure and a resection of 
the stomach can be added without too much 
loss of time. 

What is to be done if after an adequate 
exploration of the abdomen no gross lesion 
is found to account for the hemorrhage? 


The probability of the bleeding point’s be- 
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ing located in the distal three-fourths of 
the stomach and the first part of the duode- 
num is very great, as Stewart has shown, 
and his view on doing a subtotal gastrecto- 
my in these patients has achieved a certain, 
if as yet limited support from other sur- 
geons, as was evidenced by the support 
given it in a panel discussion at the Ameri- 
can College of Surgeons’ Meeting in Novem- 
ber 1951. 


I] ACUTE PERFORATIONS OF THE 
STOMACHIL AND DUGDENUM 


Signs and symptoms of acute perforation 
of the stomach and duodenum as classically 
observed, a sudden severe pain and board- 
like abdomen, leave no doubt as to the diag- 
nosis. However, there are a number of 
patients whose symptomatology is obscure 
and who are diagnosed by a leak of barium 
on G. I. by air under the dia- 
phragm in an almost incidental x-ray of 
the chest or abdomen. 


series or 


To determine free air in the peritoneal 
cavity it is recommended that the patient 
be upright ten minutes or more before the 
x-ray is taken. An alternative procedure 
when the patient is too ill to be erect is to 
take the x-ray with the patient in the lateral 
position, right side up, in order to outline 
air between the anterolateral abdominal 
wall and the liver. 

Simple closure of the perforation is still 
the preferred method of treatment of most 
clinics in this country, for the surgeon’s 
main responsibility is to save life. Two ex- 
tremes in the treatment of perforated ulcer 
have been advocated in recent years. The 
first of these is the conservative or non- 
operative method of treatment for perfo- 
rated ulcer. The second is the primary gas- 
trectomy. 

Conservative nonoperative treatment has 
its present-day advocates. An unusual suc- 
cess has been attained with its proper usage. 
Originally advocated by Wangensteen, in 
1935, for the management of doubtful cases, 
in the localized perforations (formes frustes 
type) admitted to the hospital late with 
evidence of having sealed off, in late cases 
with no evidence of continued leaking and 
in poor risk patients, the treatment was 
then resurrected by Bedford Turner, in 
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1945, and applied in recent years to th 
treatment of acutely perforated ulcer. The 
essentials of this treatment consist of th: 
constant use of an indwelling nasal gastric 
tube, nothing by mouth, parenteral fluids, 
sedation and antibiotics. We have used this 
method on occasion with success, but it is 
generally agreed that surgery, if available, 
is still the preferred method of treatment 

Gastrectomy at the time of perforation, 
especially if performed early, will have an 
increasing number of advocates, including 
myself. Most of the patients seen within 
a short time after perforation will be in 
good shape with a bland peritoneal contami- 
nation which can be adequately handled 
with antibacterial chemotherapy. It has 
been shown that resection can be carried 
out with a very low mortality. 

Why is this view taken? In a very inter- 
esting study on the follow-up of patients 
who had surgical repair of the perforated 
ulcer, Turner? discovered that at least 85 
per cent of the patients continued to have 
difficulties, 75 per cent severe difficulty 
and 40 per cent later had to have additional! 
surgery. The incidence or reperforation was 
almost 10 per cent. Massive fatal hemor- 
rhages occurred in 5 per cent of cases. It 
was his conclusion, and one with which we 
are essentially in agreement, that perfora- 
tion of a peptic ulcer is proof of the in- 
tractability of the ulcer diathesis in that 
particular patient. We are gradually lean- 
ing toward the view expressed by him that 
in the postoperative period prophylactic 
surgical therapy is considered for the pa- 
tient with perforated ulcer if a gastrectomy 
is not done at the time of perforation. 

III OBSTRUCTION 

Clear-cut indications for surgery exist in 
marked pyloric stenosis and hour glass ob- 
struction. 

lV OTHER INDICATIONS 
TREATMENT 


FOR SURGICAL 
Not only in the classical indications for 
operative intervention — namely, hemor- 
rhage, perforation, and obstruction—are we 
concerned but there also remains an import- 
ant group in which operation must be con- 
sidered. Those are the patients who for 
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one reason or another fail to respond to 
medical therapy. 

The indications for resection as proposed 
by Maingot® are as follows: 

1. A benign peptic ulcer not adherent to 
contiguous structures and not associated 
with gastric hypersecretion will occasional- 
ly fail to respond satisfactorily to a sup- 
posedly adequate medical regimen and very 
often surgical treatment is advised. This 
is the so-called intractable ulcer. 

2. The patient with continuous interdi- 
gestive hypersecretion may be considered. 

3. The x-ray demonstration of a perfo- 
rated, walled-off gastric or duodenal ulcer 
often requires operation. Healing will not 
usually occur because it is not possible for 
the ulcer cicatrix to retract owing to at- 
tachment of the ulcer base to the pancreas, 
liver or lesser omentum. If a carefully 
managed conservative program is carried 
out, some of these ulcers will heal without 
surgery. However, the chances of recur- 
rence on the slightest relaxation of the regi- 
men are always present. 

4. A duodenal ulcer associated with 
marked x-ray deformity of the antrum or 
pylorus may necessitate gastrectomy. 

5. Gastric ulcers which because of loca- 
tion or size are very likely carcinomas. 

6. Penetrating gastric ulcers which show 
no healing within three to six weeks under 
efficient medical treatment. 

Moore,‘ in a recent study of 1246 patients 
with duodenal ulcer treated medically and 
surgically, has advanced a strong argument 
for surgical intervention as soon as progres- 
On the 
formu- 
lated a set of primary and secondary cri- 
teria for the diagnosis of progressive or 
virulent ulcer disease. 

The criteria for surgery as advocated by 


sive ulcer disease can be diagnosed. 


basis of the data collected he has 


Moore are as follows: 
Primary 
a. One perforation in the past with pres- 
ent ulcer symptomatology. 
b. One hemorrhage requiring blood. 
ec. Progressive pain over a two year pe- 
riod under a physician’s care and ad- 
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vice in the patient’s normal living en- 
vironment and at work. 
Secondary 

a. A male with duodenal ulcer symptoms 

under a physician’s care. 

b. A male with recurrence of symptoms 

prior to the age of 20 or subsequent 
to the age of 65. 

If these two criteria, one of which must 
be primary, are present, the diagnosis of 
progressive virulent ulcer disease may be 
considered established and surgery is rec- 
ommended. If three criteria are present 
surgery should be urged. Symptomatic al- 
leviation under hospital conditions does not 
alter the importance of these criteria. Once 
established, the outlook for a satisfactory 
result on nonsurgical management is poor 
and the intrinsic mortality is elevated. 

We have not set forth any rigid criteria 
in our clinic as to the choice of patients 
for surgery but in the main are in agree- 
ment with the points Moore has outlined. 

SURGICAL METHODS 

Subtotal gastrectomy is the operation of 
choice. If this operation cannot be safely 
accomplished under the conditions prevail- 
ing we have no substantial evidence that 
other operations can replace it. Present 
day operative mortality for subtotal gas- 
trectomy as performed by most surgeons 
is, and has been some years, in the 
neighborhood of 1 to 5 per cent. Many of 
these statistics include all varieties of com- 


for 


plicating cases, such as secondary resec- 
tions in patients with stomach ulcer and 
gastrojejunocolic fistula. Because the mor- 
tality rate at Charity Hospital is higher, 
these figures will be given consideration 
jater on in the discussion. 

One of the objects of ail partial gastrecto- 
mies in the treatment of chronic gastric and 
duodenal uicers is to reduce acid production 
by removing an extensive area of the acid 
secreting portion of the stomach and the 
pyloric segment wherein gastrin is thought 
to be produced, thereby abolishing the ini- 
tiating factor in the chemical phase of 
gastric secretion. In most cases, the ulcer 
can be freed from the adherent pancreas 
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it can be left imbedded in 
the pancreas and the duodenum safely dis- 
sected away. The distal line of the resec- 
tion will be across the duodenum just be- 
low the area. This is desirable 
but not always feasible. If the duodenum 
is so fixed to the pancreas by a deeply pene- 


and excised or 


ulcerated 


trating ulcer and inflammatory adhesions 


that duodenal mobilization will prove too 
hazardous an undertaking, distal transec- 
tion must be carried out just below or oc- 
casionally through the antrum. When leav- 
ing a part of the antrum in place is enforcea 
on technical grounds, removal of the pyloric 
mucous membrane must be done. 

It is important to remove a large seg- 
ment of the 


to 85 


stomach, often as much as 75 
the the 
proxima! line of transection should extend 


per cent. In average case 
from a point on the lesser curvature about 
an inch from the cardiac orifice obliquely 
across the body of the stomach to a point 
on the greater curvature opposite the lower 
pole of the spleen. 

The other object of gastrectomy is to 
make a new opening between the stomach 
and duodenum or between the stomach and 
proximal jejunum to restore gastrointesti- 
nal continuity and to permit a free admix- 
ture of and intestinal 
across the line of the anastomosis. 


gastric contents 
The gas- 
troduodenostomy (Billroth I) is being re- 
vived in certain centers in this country. 

The other two standard surgical proced- 
ures to be considered in the treatment of 
ulcer are gastroenterostomy and vagotomy, 
the latter either alone or in combination 
with gastroenterostomy or some type of 
pyloroplasty. Gastroenterostomy alone has 
fallen into disrepute because of the inci- 
dence of gastrojejunal following 
some years after the original surgery. Gas- 
troenterostomy will occasionally suffice as 
a definitive procedure in an elderly patient 
with duodenal ulcer who has little gastric 
acidity. 


ulcers 


My experience with vagotomy is limited. 
It has been reserved for a small number of 
cases with specific indications such as gas- 
trojejunal ulcer after adequate gastric re- 
section, in combination with gastric resec- 
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tion in a few patients who have had a hig) 
acid value and were of an unstable person- 
ality, and in a certain number of highly in- 
dividualized cases. Walters’ clinical stud 
concludes that there is little evidence to i 
dicate that vagotomy adds any effectiveness 
to gastroenterostomy in the prevention « 
gastrojejunal ulcer, although it does p 
duce lowering of gastric acidity in aim 
all, and to an achlorhydric level in som 
cases. Dragstedt’s"® own studies on the i: 
portance of antral mucosa in the production 
of gastric secretion and Smithwick’s* dem- 
onstration of the ineffectiveness of vagot: 
my combined with gastroenterostomy to 
lower the acidity of the gastric contents t 


a point where peptic activity may be pre- 
sumed to be minimal are to me strong ce 
terring the 
either alone or in combination with gastro- 


factors to use of vagotom 
enterostomy as the procedure of choice in 
the surgical treatment of peptic ulcer. 

The chief value of vagotomy lies in its 
use in the treatment of gastrojejunal ul- 
ceration after adequate gastric resection. 
A secondary gastric resection with vagoto- 
my is another procedure to be considered 
when gastrojejunal ulcer occurs after in- 
adequate previous gastric resection. 

COMPLICATIONS FOLLGWING SUBTOTAL 
GASTRIC RESECTION 

A proponent of vagotomy, Keith Grim- 
son,” at Duke University, recently reviewed 
the complications of resection. The mor- 
tality rate from gastrectomy was 4 per cent 
and deaths during five years from this and 
related causes was 7 per cent. Serious com- 
plications occurred in 16 per cent of the pa 
tients postoperatively and 15 per cent of 
the patients requfred secondary operations 
for conditions other than ulcer. The pos- 
sible recurrence rate was 5 per cent and 
probable recurrence rate was 9 per cent. 
Operations for known recurrences were 2 
per cent. 

The average loss in weight was 12 
pounds. Only 60 per cent of the patients 
were able to work full time, 30 per cent 
half time, 10 per cent less than half time. 
Seventy per cent of the patients were able 
to work better than before operation. Two 
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per cent had a severe dumping syndrome. 
fhe postprandial syndromes, the early 
characterized by fullness and abdominal 
pain immediately after eating, and the late 
characterized by weakness, pallor, cold 
sweats and palpitation which occurs one to 
two hours after eating are present to a 
mild degree in almost all of the patients 
They are usually transient. However, if 
either the early or late postprandial syn- 
drome continues and is severe, this can be 
a very serious and incapacitating condition. 
Various drugs, especially the parasympa- 
theticolytic group, and various operative 
procedures devised to overcome certain me- 
chanical factors in malfunctioning gastro- 
enterostomies, have been used to overcome 
these difficulties and have had some meas- 
ured success. 
1 STUDY OF PEPTI 
LhOSPITAI 


ULCERATIONS AT 


ILARITY DURING TI 


YEAR loo 

Two hundred and seven patients in an 
state of peptic ulceration, ad- 
mitted to the Charity Hospital of Louisiana 
in New Orleans during 1950, serve as the 
material on which this study is based. As 
is true in any hospital report which draws 
largely from an indigent population, the 
disease process is always advanced and mor- 
tality and morbidity figures assume very 
high proportions. In interpretations of 
these figures I would like to think that these 
represent the far advanced ulcer state and 
are a cogent argument for earlier surgery. 
The figures are sobering from any view. 


advanced 


There were 69 patients with moderate to 
severe hemorrhage from benign peptic ul- 
cer. Twenty-three were resected during the 
same period of hospitalization, 6 of whom 
were for massive bleeding, and 2 of the 6 
died. Another patient was explored for the 
same difficulty, and a large penetrating ul- 
cer onto the head of the pancreas was in- 
terpreted by the operator as carcinoma of 
the pancreas and closed with nothing hav- 
ing been done. The patient died two days 
later. 

All patients who continued to bleed, and 
these were only 6 during the year as the 
figures show, were submitted to surgery. 
Three patients excepted for reasons other 
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than continued hemorrhage were not op- 
erated upon and died. One patient was 
moribund on admission. Another died from 
a complication of the treatment and a third 
from an intercurrent disease. The absolute 
mortality rate was 9 per cent. 
Perforation occurred in 65 ulcer patients 
Of this group 59 were operated upon and 
all had the same procedure, closure of the 
perforation and tacking of the omentum or 
adjacent tissue over the repair. 
tive mortality was 10 per cent. 
admitted moribund. 
treated conservatively 


The opera- 
Four were 
Two were 


The 


patients 
and recovered. 
absolute mortality was 15 per cent. 

One fourth of the surgically treated per- 
forations developed immediate 
tive complications, chief of which were de- 
hiscences, herniae, thrombophlebitis and in- 
fection. One-fourth of the patients had re- 
current ulcer symptoms immediately after 
surgery. 


postopera- 


There were 96 subtotal gastric resections. 
Fifty-six of these patients had no compli- 
cations and no symptoms. Eight died. Four- 
teen had various types of digestive disturb- 
ances, more especially the dumping syn- 
drome; in 2 of them it was marked. There 
were 6 wound dehiscences and 3 wound in- 
fections. 

Of the 8 deaths from subtotal gastric re- 
section 2 followed heroic efforts to staunch 
bleeding. One duodenal leak and 1 obstruc- 
tion of a gastroenterostomy stoma were re- 
sponsible for deaths. A cardiac standstill 
on the table ultimately led to another pa- 
tient’s death. Three deaths were ascribed 
to pulmonary complications, 2 of which 
were primary and 1 secondary. 

The type of procedure has special inter- 
est from the standpoint of current surgical 
practice and more particularly of the diges- 
tive disturbances following in the wake of 
each technique. The Hofmeister was the 
most commonly used procedure. There were 
40 retrocolic anastamoses performed and 
10 per cent of these patients had some dif- 
ficulties later. There were 21 antecolic anas- 
tamoses and 24 per cent of these patients 
complained of trouble in digestion. None 
of the 13 patients with anterior Polya’s was 
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symptomatic. Five of the 22 patients with 
posterior Polya’s were slow in adjusting to 
the altered physiology of resection. 

Seven patients had a variety of proce- 
dures carried out on them. One elderly sub- 
ject with obstruction had a Finney pyloro- 
plasty. Another had a posterior gastro- 
enterostomy for the same Two 
young unstable individuals had vagotomies 
combined with gastroenterostomies. One 
patient developed severe electrocardiogra- 
phic changes during the phase of opening 
the abdomen and the patient was closed 
with no definitive surgery having been ef- 
fected. One bleeding ulcer patient has been 
alluded to earlier. Another patient with a 
bleeding ulcer developed the lesion as a re- 
sult of nasogastric intubation. The child 
was operated upon during the bleeding 
phase, the ulcerated area was sutured and 
this measure failed to stop the bleeding. 
The patient was operated upon again and 
hemorrhage controlled by excising the af- 
fected portion of the stomach. 

The number of patients who had surgery 
was 162. There were 96 gastric resections, 
7 other gastric procedures of various types 
and 59 closures of gastroduodenal perfora- 
tions. 


reason. 


CONCLUSIONS 

The management of hemorrhage 
peptic ulcer has been discussed. 
tients should have adequate blood replace- 
ment and maintenance of as nearly normal 
blood pressure as can be attained. Almost 
all of them will respond to these measures. 
If these measures fail, surgery must be un- 
dertaken. 

Certain classes of ulcer patients, chief of 
which is the group who perforate, have been 
delineated. The proof of an intractable ul- 
cer diathesis in these particular patients 
has been shown by the follow-ups and in 
order to rehabilitate these patients from an 
economic and social standpoint, surgical in- 
tervention should be considered early in the 
course of their disease. 


from 
These pa- 


An adequate subtotal gastric resection 
has been the procedure of 
choice in patients with chronic peptic ulcer. 

Some of the methods and sequelae of gas- 
tric surgery have been considered. 


proposed as 
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Two hundred and seven cases of chronic 
benign gastroduodenal ulcerations of an :d- 
vanced complicated nature admitted to 
Charity Hospital of Louisiana in New UOr- 
leans during the year 1950 have been re- 
viewed. 
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PSYCHOSOMATIC FACTORS IN THE 
PEPTIC ULCER CASE* 
R. E. KENNEDY, M.D.+ 
D. H. DUNCAN, M.D.7+ 


SHREVEPORT 


Psychosomatic medicine, representing a 
recent excursion of psychiatry into the do- 
main of internal medicine, is today con- 
cerned with basic problems, often of a high- 
iy theoretical nature. Peptic ulcer is one 
of the organic diseases that has been inten- 
sively studied from the psychosomatic view- 
point. Causal relationships between emo- 
tionality and physiologic function in the 
stomach are well known and the role of 
psychic factors in the etiology of chronic 
gastric and duodenal ulcers is hypothecated. 
That psychic events, through pathologic 
emotionality, can specifically initiate major 
organic disease is an important concept 
which, if proved and accepted, would neces- 
sitate extensive revision in medical thought, 
practice, and education. 

Presented at the Seventy-second Annual Meet- 
ing of the Louisiana State Medical Society, Shreve- 
port, April 30, 1952. 

+From the Highland Clinic, Shreveport. 
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PSYCHOGENESIS IN PEPTIC ULCER 

Alexander and his Chicago group' have 
given much attention to psychosomatics 
generally and to peptic ulcer in particular. 
The following is a very excellent summation 
of the findings of this group, in their own 
words: 

“The basic conflict is between intense receptive- 
acquisitive wishes (‘receiving’ tendencies) and their 
denial by a compensatory ‘giving’ attitude; the 
former is guilt-laden and ego-alien and is there- 
fore usually inhibited internally. In some cases, 
however, the thwarting of dependent needs is not 
internal (superego) but external (reality). In 
either case, the conflict between powerful depend- 
ent needs and strivings for independence and the 
regressive solution (to oral receptiveness and oral 
sadism) of this conflict in the face of frustration 
of ‘receiving’ tendencies is of crucial importance. 
This conflict-situation, as well as this type of con- 
flict-solution, is present in many patients with 
peptic ulcer. We do not wish to elaborate further 
on this point except to state that we believe this 
psychologic constellation (specific conflict and spe- 
cific solution) to be one factor—among many— 
which plays a definite role in the pathogenesis of 
human peptic ulcer.” 

The work of Alexander and his school has 
been well received by psychiatrists and cer- 
tainly represents a moderate psychoanalytic 
view of the problem. When this highly tech- 
nical material is utilized by others, how- 
ever, significant shades of meaning are 
easily lost. The following is from a recent 
article? on the medical cure of peptic ulcer: 

“The present generally accepted concept of the 
pathogenesis of peptic ulceration is summarized 
below. The oral passive receptivist (to use the 
psychoanalyst’s shorthand for peptic ulcer person- 
ality), frustrated in his need for love, esteem and 
care, cortically produces vagostimulation. Electro- 
encephalograms have shown alpha wave predomi- 
nance in peptic ulcer patients, possibly associated 
with this stimulation. Vagostimulation causes gas- 
tric hypertonicity and hypersecretion activities of 
the stomach which, when sufficiently intense and 
prolonged, may lead to ulcer formation.” 

Ivy,* at the April 1949 meeting of the 
Boston Society of Psychiatry and Neurolo- 
gy, discussed in detail the pertinent ques- 
tion, “Do psychic factors operate to cause 
or merely aggravate the disease?”’ He out- 
lined three premises which must be estab- 
lished before the psychosomatic theory of 
the causation of peptic ulcer can be estab- 
lished, as follows: (1) That most ulcer pa- 


tients possess a characteristic personality 
pattern or specific conflict situation. (2) 
That this emotional status is accompanied 
by hypersecretion and hypermotility of the 
stomach or affects the hyperacidity of the 
stomach and duodenum. (3) That hyper- 
acidity of the stomach or the changes in- 
duced leads to “chronic peptic ulcer.” The 
first premise, Ivy believes, has not been 
established, and he calls the literature on 
the subject “confused and contradictory.” 
He feels that this premise appears to be 
necessary from a psychoanalytic viewpoint, 
but may not be from the broad psychoso- 
matic standpoint, since any sustained emo- 
tional state may conceivably disturb gastric 
and duodenal physiology and be the cause of 
an ulcer. He feels that the second premise 
is supported by considerable evidence show- 
ing that emotional states temporarily af- 
fect the stomach and may cause superficial 
erosive gastritis. However, he feels that no 
evidence that emotional states affect the 
duodenal bulb is at hand. The evidence in 
support of the third premise, he considers 
to be entirely conjectural as applied to the 
cause of peptic ulcer, but it is circumstan- 
tial and strongly presumptive as applied to 
the view that it is one of the excitory or 
contributory causes. He points out that ex- 
perimental neurosis in animals does not 
cause peptic ulcer to develop. Again, con- 
flict situations and neurotic traits are more 
common in patients with psychoneurotic 
dyspepsia than in patients with peptic ulcer. 
He also points out that a psychoneurotic 
may have symptoms simulating in some 
particulars those of peptic ulcer, without 
associated lesions in the stomach and duode- 
num. He does not believe that a tension 
state or conflict situation alone is enough to 
develop chronic peptic ulcer. The incidence 
of complications of peptic ulcer, however, 
increases in the presence of environmental 
conditions that harrass many people in a 
population. Finally, since peptic ulcer does 
occur with vagus or with the splanchnic 
nerves cut in man, dog, and rabbit, he be- 
lieves it very improbable that emotional dis- 
turbances are the cause of peptic ulcer. 
Kahn and Freyhan?‘ note that peptic ulcer 








moe 
952 


is more strongly associated with psychody- 
namic concepts than any other physical dis- 
ease. They take up in turn three claims 
in current circulation, both in the profes- 
(1) That peptic 
ulcer has shown an increase in the last few 
(2) that it 
pendent personality that has a particular 


sion and among the iaity: 


decades ; is the aggressive-de- 


proneness for peptic ulcer; (3) that “our 
civilization” breeds peptic ulcer. They could 
find no reliable statistics for claim number 
They point out certain methodological 
weaknesses in the argument for claim num- 
ber two. They consider that it is very pre- 
mature to postulate a causal relationship 
between fixed psychodynamic factors and 
peptic ulcer. In regard to claim number 
three, they remind us of the almost equal 
incidence of peptic ulcer in the Chinese and 
the high incidence among Norwegian fish- 
ermen, assumed to be steady and even tem- 
pered, whose way of life has changed little 
with the advance of time. “We are con- 
fronted,” they conclude, “‘with a lack of dis- 
tinction between established fact and im- 
pressions. There appears to be acute need 
for a scientific restraint, or the dissemina- 
tion of psychosomatic news will acquire an 
air of propaganda, rather than established 
truth.” 


one. 


PSYCHOBIOLOGICAL APPROACH 
Menninger’ has summarized the situation 
well in pointing out that while investiga- 
tions of the role of emotional factors in a 
few specific organic diseases have been in- 
tensive, the positive data accumulated are 
minimal. Broad vistas, however, have been 
opened and he predicts that within the next 
few decades, thorough psychological inves- 
tigation of illness, will cause fruitful ad- 
vances in our understanding of a disease 
we now term organic. More effective cor- 
relations between psychiatry and the bio- 
logical sciences are certainly needed by phy- 
sicians working in the psychosomatic field. 
As Rado* has pointed out, there must be 
improvements in clinical methods with 
prompt abandonment of obsolete methods 
and concepts. Semantics and cybernetics 
should warn us, he continues, that only con- 
fusion is communicated by undefined or un- 
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definable language. It is the task of psv- 
chiatry ‘‘to keep pace with the general «ii- 
vance of science, evolve a sound, consiste 

and verifiable conceptual scheme, and kecp 
it continuously up to date.” Although we 
obviously have a long way to go in these 
matters, we are beginning to see glimpses 
of the ‘‘way out.” 
rent neurological and psychiatric literature 


There is evidence in cur- 


that the gulf between the organic and the 
functional is narrowing rapidly. A decace 
and a half ago, an eminent neurophysiolo- 
gist’ spoke of the “enormous gap betwee! 
the facts of neurophysiology and those of 
psychology.” He gloomily predicted that 
the prospect of solving any but the simplest 
psychological problem by physiologic means 
lay far distant. Very recently, however, a 
prominent psychoanalyst* went so far as 
to speak of the shades of Harvey Cushing 
and Sigmund Freud shaking hands over the 
long-deferred meeting between  psycho- 
analysis and modern neurology and neuro- 
surgery. 


Man derives many useful insights about 
himself and his functioning from the ma- 
chines he constructs and operates. Now 
that he is able to make machines utiliz- 
ing reverberating circuits, scanning, and 
feedback, he is able to grasp more readily 
the interrelationship between mechanisms 
and function at the head end of his 
own organism. In psychiatry there is re- 
newed interest in pharmacodynamics or the 
production of psychopathological phenom- 
ena by means of drugs modifying personali- 
ty functions. Man now has the temerity 
to place himself in the test-tube situation 
and to submit himself to laboratory control. 
ACTH, cortisone, and similar potent drugs 
are among new agents available to the psy- 
chiatrist for use in extending the experi- 
mental basis of psychophysiology and psy- 
chopathology. It has already been noted’ 
that perforation of peptic ulcer has been ob- 
served sufficiently often during administra- 
tion of ACTH and cortisone therapy for the 
association to be regarded as more than co- 
incidental. 

New material with suggestive relevance 
to peptic ulcer is becoming available from 





| 
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other sources. As an example, fatigue in 
the autonomic nervous system has recently 
been investigated'’® by studying pupillary 
changes in response to stimulating the light 
reflex to the point of functional extinction. 
From these experiments on man and animal 
a general law of fatigue of autonomic ner- 
vous regulation has been formulated as fol- 
lows: “All nervous fatigue is central in ori- 
gin; the sympathetic centers fatigue sooner 
than the parasympathetic centers, the corti- 
cal sooner than the subcortical.’ It is quite 
possible that these findings have pertinence 
to peptic ulcer with its characteristic para- 
sympathetic predominance. 

One has only to accept that peptic ulcer 
is not a local disease and that life situations 
are strongly reflected in visceral function 
to admit the existence of psychosomatic fac- 
tors in every peptic ulcer case. This does 
not mean that all ulcer patients should be 
treated by the psychiatrist. Rather, we be- 
lieve that just as certain cases require sur- 
vical management or help, others do better 
with appropriate psychiatric treatment. 
The physician treating ulcer patients needs 
some familiarity with psychiatry if only 
lor deciding which cases to refer. We psy- 
chiatrists have long bewailed the lack of 
interest in, and understanding of, our spe- 
cialty by our medical colleagues. We have 
expected others always to bend toward us. 
Recently Whitehorn'' has formulated a 
“Basic Psychiatry in Medical Practice” 
along psychobiological lines. This appears 
to be a real start in the unbending of psy- 
chiatry toward medicine. A psychobiologi- 
cal approach has certain advantages in the 
problem of peptic ulcer. The internist of 
today usually has a better grounding in 
clinical neurology than in clinical psychia- 
try. Psychobiology, which views the indi- 
vidual as an organism integrated at various 
mental and non-mental levels, appears to 
offer a conceptual scheme well suited to 
bridge the gap between medical training 
and psychiatric understanding. Given such 
a conceptual framework the internist can 
rather readily appropriate one of the basic 
techniques of psychiatry—the psychiatric- 
ally oriented history. As outlined by the 


psychobiologists, such a history is so con- 
structed that somatic stresses are related 
to individual reactions and individual re- 
actions are related to the group. 

According to Zane,'* the psychosomatic 
history is an important guide to prognosis 
in any particular case of peptic ulcer. He 
believes that emotional reactions of the pa- 
tient to the treatment situation are of great- 
er significance than the matter of a par- 
ticular diet or the drugs used in treatment. 
The patient’s feeling toward the physician, 
no matter how unwarranted, and the 
amount of comfort derived from the hospi- 
tal environment are most important fac- 
tors. The physician faces a difficult prob- 
lem when the patient will not relax and ac- 
cept treatment and care or when he persists 
in directing the management of his own 
illness. Although an adequate comparison 
between strict and lax management does not 
appear to have been made, experience indi- 
cates that some individuals do better on the 
one than on the other type of management. 
It is for the physician, then, to accommo- 
date his mode of treatment to suit the in- 
dividual needs of the particular ulcer pa- 
lent. 

SUMMARY AND) CONCLUSIONS 

Psychogenesis in the peptic ulcer has be- 
come a focal issue in psychosomatic doc- 
trine, but remains controversial. The in- 
fluence of emotional factors on the course 
of peptic ulcer, however, is generally ac- 
cepted. It follows that there are psychoso- 
matic factors in every ulcer case. These 
factors are of concern to the internist who 
usually lacks actual psychiatric training. 
New concepts and techniques, fortunately, 
have speeded consolidation in psychiatry so 
that useful formulation of basic psychiatric 
principles has become possible. The psy- 
chobiological approach appears to offer cer- 
tain advantages to the internist interested 
in psychosomatics. It is proposed that he 
appropriate the psychiatrically oriented 
history as a first step in including psychic 
factors in the management of his peptic 
ulcer cases. 
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RADICAL GROIN DISSECTION IN 
NEOPLASTIC DISEASE* 
RUDOLPH M. LANDRY, M. D.¥ 


NEw ORLEANS 


In 1908 Pringle' described removal of a 
malignant melanoma of the thigh with ex- 
cision of the inguinal, femoral, and iliac 
glands en bloc; although the lower nodes 
contained metastases, the patient was re- 
ported to be well thirty years later.* In 
spite of this remarkable cure, the procedure 
has become generally accepted only recent- 
ly. There are several for this. 
First, many believe that if the nodes are 
not enlarged, excision of the growth is suf- 
ficient and if the nodes are enlarged, the 
lesion is too far advanced for surgical cure. 
Second, because the inguinal nodes are vir- 
tual cesspools, draining the feet, perineum, 
genitals and buttocks, wound infections 
were common postoperative complications. 
Finally, since the blood supply to the edges 
of the skin flaps usually has to be compro- 


reasons 


Presented at the Seventy-second Annual Meet- 
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mised in order to secure the necessary ex- 
posure, slough, separation, and delayed 
healing frequently result. However, we |:e- 
lieve that the first objection is unjustified; 
the second has now been largely overcome 
with antibiotics and chemotherapy; anid 
delayed healing is a small price to pay for 
eradication of an otherwise fatal disease. 
INDICATIONS 

Radical groin dissection is undertaken 
for the treatment of malignant neoplasms 
draining primarily into the inguinal nodes. 
There must be no demonstrable distant 
metastases and the primary lesion must be 
controlled or controllable. The general con- 
dition of the patient should be such that the 
risk is not prohibitive, although it has been 
stated that there is no medical contraindica- 
tion to an operation for cancer. 

Patients with melano-epithelioma, high 
grade squamous cell carcinoma, or epider- 
moid carcinoma of the anus fulfilling the 
foregoing requirements should be treated 
by radical groin dissection whether clinical 
lymphadenopathy is present or not. How- 
ever, those with low grade squamous cel! 
carcinoma should be treated by removal of 
the primary lesion, but groin dissection 
should not be done unless nodes are clin- 
ically involved. This requires periodic 
follow-up examinations, as metastases have 
been known to appear as long as twelve 
years after removal of the primary lesion. 

Primary sarcomas occurring in the in- 
guinal region also require groin dissection 
or a modification thereof, but this proce- 
dure is not generally indicated in the more 
distally situated sarcomas because of their 
usual metastases via the blood stream. 

-alliative groin dissection has been rec- 
ommended occasionally. Although local re- 
moval of an ulcerated or painful mass may 
make the patient more comfortable even 
when the lesion is incurable, the dissection 
should not be so extensive as in radical 
groin dissections. ; 

OPTIMUM TIME OF 

Ideally, the primary tumor should be re- 
moved with en bloc dissection of the inter- 
vening lymphatic nodes. This is not feas- 
ible if the primary tumor is distally sit- 


OPERATION 
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and it is recommended that an 
arbitrary interval of from two to six weeks 
be allowed to elapse between removal of 
the primary tumor and the dissection. This 
permits emboli which are in the lymphatics 
at the time to be trapped in the nodes. 
ANATOMY 

The anatomy of the lymphatics in the 
groin will be considered only briefly here. 
For detailed study of this region several 
excellent descriptions®: ' may be consulted. 
It will be recalled that afferent vessels from 
the lower extremity, buttocks, perineum, 
anus, genitals, umbilicus, and infra-umbili- 
cal skin drain into the inguinal nodes and 
thence to the _ iliac The inguinal 
nodes are divided into a superficial and a 
deep group, the former being in relationship 
to the saphenous vein and its tributaries, 
and the latter with the femoral vessels. The 
iliac or pelvic nodes are adjacent to the 
iliac vessels. Whereas metastases usually 
to the superficial glands and from 
there to the deep inguinal and iliac nodes, 
primary lesions of the glans penis or cli- 
toris and of the gluteal region may extend 
directly to the iliac nodes without involving 
the inguinal groups. Also, there are abun- 
dant cross communications of afferent ves- 


uated, 


nodes. 


spread 


sels draining areas in or near the midline 
so that bilateral dissection is required in 
these cases. Areas which are drained by 
the short saphenous vein—the lateral part 
of the feot, heel, and posterior part of the 
leg—have afferent lymphatics associated 


with these veins and drain into nodes in 


the popliteal fossa. These subsequently 
drain into the femoral group of nodes. 


Lesions of these areas, therefore, also re- 
quire popliteal node dissection. 


TECHNIQUE 
In regard to the operative procedure we 
believe the dissection should include re- 


moval of the superficial lymph-bearing 
tissue from the inguinal regions and thigh 
and the deep glands along the femoral ves- 
sels, and should extend from the apex of 
Scarpa’s triangle retroperitoneally at least 
as high as the common iliac artery and pre- 
ferably to the bifurcation of the aorta. The 
obturator nodes are removed in this deep 
dissection. 
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In order to prevent postoperative lym- 
phorrhea, the lymph should be 
ligated in the thigh. These can sometimes 
be definitely identified but, if not, a series 
of interlocking U sutures should be inserted 
along the lower margin of the dissection, as 
suggested by Woodhall.® 


vessels 


DISCUSSION OF CASES 

Radical groin dissection has been per- 
formed on 11 patients seen in the Depart- 
ment of Surgery at the Ochsner Clinic be- 
tween September 1942, and September 
1951, two of whom had bilateral operations, 
making a total of 13 groin dissections. 
Lesions of the female and male genitals 
have not been included, as they are treated 
in the Departments of and 
Urology in our Clinic. 


Gynecology 


The site and nature of the primary lesion 
are shown in Table 1. Melano-epithelioma 
of the lower extremity was the indication 
for operation in 7 of the 11 patients. It 
is our belief that in all proved cases of 
melano-epithelioma in this area the primary 
lesion should be widely excised followed by 
eroin dissection. 


TABLE 1 
SITE AND PATHOLOGY IN 11 CASES OF RADICAL 
GROIN DISSECTION 

PATHOLOGY SITI CASES 
Melano-epithelioma Leg 4 
Toe 3 
Squamous cell epithelioma Anus 2 
Foot 1 
F ibrosarcoma Groin 1 
Total 11 


Squamous cell epithelioma of the lower 
extremity occurred in only one patient, who 
had a recurrence after a previous amputa- 
tion. This lesion is not of such high grade 
malignancy as a rule, and we have treated 
patients with small lesions of low grade by 
simple excision or amputation in the ab- 
sence of clinically involved nodes. How- 
ever, squamous cell carcinoma of the anus 
is usually a high grade malignancy with a 
poor prognosis and a high incidence of 
metastases to the inguinal nodes.*° There- 
fore, we believe that these patients should 
be treated by abdominoperineal resection 
followed by bilateral groin dissection, re- 
gardless of the clinical state of the nodes. 
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A fibrosarcoma of the groin was removed 
in one patient. Groin dissection was done 
only because the tumor happened to occur 
in this location. It is not recommended, as 
a rule, for the more distal sarcomas. 

Amputation—Six patients had amputa- 
tion of part of the lower extremity com- 
bined with groin dissection. Five of these 
were done because of melano-epithelioma. 
Two patients had a thigh amputation with 
groin dissection en bloc at the same time. 
Two had amputation of a toe with its corre- 


sponding metatarsal and groin dissection 


abovt four weeks later. “ne patient had 
had an amputation of a toe some time be- 


fore we saw him with a mass in the groin. 
This practice is in agreement with other 
opinions that if it is not feasible to do the 
dissection in continuity with removal of a 
primary melano-epithelioma, it is best to 
wait for possible metastases to be trapped 
by the nodes in the groin. 

One patient with squamous cell epithe- 
lioma had a transmetartarsal amputation 
This 
case will be discussed in further detail later. 

Clinical 
nodes were thought to be involved clinically 


and groin dissection at the same time. 


evaluation of nodes — Lymph 
in 6 patients and metastases were demon- 
strated microscopically in all of these. One 
patient exhibited slight inguinal adenopa- 
thy, but metastases were not suspected and 
none were found. The nodes were consid- 
ered normal in the ! patients and 
microscopic examination failed to demon- 


other 
strate metastases. This degree of accuracy 
in this small group is certainly unexpected. 
As Cohn’ has demonstrated, a positive clin- 
ical diagnosis of neoplastic involvement of 
lymph nodes usually may be made with con- 
fidence. However, the reverse is not true, 
and it is not unusual at all to find micro- 
scopically proved metastases in clinically 
normal 
tion is recommended in patients with me- 
lano-epithelioma, high grade squamous cell 
epithelioma, and squamous cell carcinoma 
of the anus without clinical 
metastases. With these lesions, delay until 
nodes are clinically involved may well de- 


nodes.* Therefore, groin dissec- 


¢ vidence of 
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prive the patient of the only chance { 
complete eradication of the disease. 
Complications—The most frequent co 
plication of groin dissection h 
been delayed wound healing, and a rath 
high percentage of failures to obtain pr- 
mary healing seems inevitable. 


radical 


To achie 
what is considered adequate excision, it 
necessary to cut across the superficial blood 
supply to the area, and to lift wide, thin 
cutaneous flaps. This, of course, invites 
necrosis of the cutaneous edges, and also 
provides a large potential dead space for 
the accumulation of serum. Despite mea 
the latter, such 
pressure dressings and immobilization, pro- 
longed serous drainage occurred in 5 of 
the 13 wounds in our patients. This, how- 
ever, Was not sufficient to prolong hospital- 
ization excessively. The longest postopera 
tive hospitalization was thirty-two days in 
the patient who also had a transmetatarsa! 
amputation. The other patients were in 
the hospital from nine to twenty-four days. 
One wound 
medial flap. 


ures to prevent as large. 


exhibited a slough of the 
This patient underwent a si 
multaneous thigh amputation, but despite 
this was able to go home on the twenty- 
fourth postoperative day. 

In one patient who had undergone an 
abdominoperineal resection fifteen days be- 
fore bilateral dissection, bilateral 
wound abscesses developed. She was dis- 
charged on the nineteenth postoperative 
day after drainage had been established 
and the wound was healing satisfactorily. 


groin 


Four patients in whom the wound healed 
promptly required hospitalization from 
eleven to twenty days, averaging eighteen 
days. Thus, the hospital stay was not con- 
siderably prolonged by delay in wound heal- 
ing. Of course, some of those patients with 
persistent drainage were allowed to return 
home before the wounds had completel) 
healed, so that in these the morbidity was 
further prolonged. 

Although prolonged drainage and slough 
of the cutaneous edges are disturbing, they 
have not proved to be a serious problem. 
We do not believe, as has been suggested," 
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that the dissection should be limited in 
order to avoid this. 

Postoperative edema was noted in the 
aifected extremities of 4 of our patients. 
Only 1 of these was severe, and it oc- 
curred in conjunction with keloids. This 


has been adequately controlled by the use 
of compression bandages and the patient is 
able to do his normal work which requires 
him to stand on his feet for long periods 
daily. 

A urinary infection and later a nonfatal 
pulmonary embolus occurred in one other 
patient, in whom homologous serum jaun- 
dice later developed. These complications, 
of course, may occur after any operation 
and can not be attributed to the groin dis- 
section itself. 

Persistent lymph fistulas may be avoided 
by careful ligation of the lymphatic trunks 
or by a series of interlocking U sutures at 
the lower border of the dissection. These 
have not been a problem in our experience. 

Secondary hemorrhage, particularly after 
irradiation, and widespread sloughs requir- 
ng skin grafting have also been reported 
We 
postoperative 


but did not occur in any of our cases. 
have had no 
hernia. 


instances of 


There were no operative deaths in our 
cases. Pack'! reported an operative mor- 
tality rate of 1.6 per cent and, of course, 
the risk is greater when the procedure is 
bilateral or is combined with another oper- 
ation, such as amputation. 

As the period of hospitalization indicates, 
this procedure is by no means innocuous. 
The incidence of postoperative complica- 
tions, particuarly delayed wound healing, 
is fairly high. 
proved to be serious and in our experience 
have produced no lasting disability. In in- 
dicated cases the potential benefits far out- 
weigh any disadvantages. 


Nevertheless, these have not 


Results—Most of our patients were oper- 
ated upon too recently for critical evalua- 
tion of results. Two of the patients, one 
with melano-epithelioma and one with 
squamous cell carcinoma of the anus, have 
died of the disease (Table 2). Another 
patient with melano-epithelioma is living 


rABLE 2 
RESULTS OF RADICAL GROIN DISSECTION IN 11 
CASES 
RESUL! Monriis Posrorenk atively 
1, Dead 
Melano-epithelioma, leg 12 
Squamous cell epithelioma, anus 12 
2. Living with metastases 
Melano-epithelioma, leg 19 
Squamous cell epitheloma, foot 13 
3. Living without known recurrence 
Melano-epitheloma 
Toe 10 
Toe 5 
Toe 10 
Leg 30 
Leg 26 
Squamous cell epithelioma, anus 24 
Fibrosarcoma, groin 33 
nineteen months postoperatively but has 


proved metastases in both axillas and else- 
where. The patient with squamous cell 
epithelioma of the foot who had a trans- 
metatarsal amputation and simultaneous 
groin dissection returned in eight months 
with multiple recurrences in the leg requir- 
ing a low thigh amputation; she now has 
an abdominal mass presumed to be meta- 
static. illustrates the value of 
adequate amputation, several weeks before 
groin dissection, if not done in continuity, 


This case 


and a high groin dissection. In this case, 
the operation was only carried a little above 
the inguinal ligament, as no nodes were 
found to be involved. Although the result 
may have been the same, these measures 
would have offered a better chance of cure 
and the surgeon could not be criticized in 
the event of a recurrence. The other 7 
patients well five to thirty - three 
months postoperatively (Table 2). 


were 


CONCLUSIONS 

1. Groin dissection is indicated for me- 
lano-epithelioma of the skin occurring in 
areas draining into the inguinal, femoral 
and iliac nodes. 

2. High grade or 
these squamous 
cell epithelioma of the anus require groin 


large squamous cell 
epithelioma of areas and 
dissection even in the absence of clinically 
involved nodes. 

3. Groin dissection may be postponed 
in patients with low grade or small squam- 
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ous cell epithelioma until metastases are 
clinically evident in the nodes. 

4. Certain primary sarcomas of the 
groin will require at least a modified groin 
dissection. 

5. The mortality 
groin dissection is than 2 per cent 
and the morbidity not been serious 
enough to limit the extent of the procedure. 

6. Although reliable statistics regarding 
prognosis are not available, it is known that 
groin dissection in indicated cases is capable 
of arrest or cure of the neoplasm and, there- 
fore, should not be denied those who pre- 
sent the indications. 

REFERENCES 


rate associated with 


less 


has 


1 ’ringle, J. If Ar wal of operation in cases f 


melanotic tumours kit Ind urgh M. J. 2 iv 
10S 

2. Pringhe J I! Cutaneou elanoma 4 ises alive 
30 and SS vears after operation, Lancet 1:508 (Feb, 27 
L937. 

3 Daseler, BE. II Anson, B. J. and Reimann, A. F. 
Radical excision of the inguinal and iliac Ivmph glands; 
study based pon 450 anatomical dissections and upon 
supportive linical observations, Surg., Gynec. & Obst, ST 
G79 (Dec 1948 

t Rouviers il Anatom the Human Lymphatic 
System Edwards Bros Inc., Ann Arbor, Mich., 1938 
rranslated vy M. J. Tobias. Pp. 144-162 

>» Woodhall, J. P Unpublished data, 

6. Sweet, R. I Results of treatment of epidermoid 
earcinoma of the anus and rectum, Surg., Gynec, & Obst 
S407 (Ma L947 

i Colin, Lsidore Masse in the groin, Internat. Clin 
2:22 (June) 19985 

S Fritlen, Julian The regional Ivmph node dissec 
tion in cancer of the extremitic Surg., Gynec. & Obst. SO 
ool «Noviy 1940, 

9 Fayvlor, G. W Nathanson, I r. and Shaw, D. T 
be pidkor id carcinon of the extremities with reference 

>» Ivmph node involvement, An Surg 115 :268 (Feb.) 
141, 

0 Baronofsky, I. D.: nique of inguinal node dis 
section, Surgery U4 s ) TH4S 


11 Pack, G l cers, Paul The 


malignant tume of the groin a re 


hanagement 
port of 122 groin 


dissection Am. J. Sure, 56:545 (June) 1942 
INTERNAL BILIARY FISTULA* 
HUGH C. ILGENFRITZ, M. D. 
SHREVEPORT 

One of the less frequent but more serious 
complications of cholelithiasis is the forma- 
tion of an internal biliary fistula, by ulcer- 
ation of a gallstone through the wall of the 
gallbladder into an adjacent hollow viscus. 
Such fistulas may develop in patients whose 

*Presented at the Seventy-second Annual Meet- 
ing of the Louisiana State Medical Society, Shreve- 
port, April 29, 1952. 
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gallstones have caused relatively min 
symptoms, as well as in those whose clinic 
course has been marked by severe attac 
of acute cholecystitis. In any case, t 
presence of an internal biliary fistula 
likely to cause so much pain and distur 
ance of biliary tract function that operati: 
is earnestly desired by the patient for relic 
of symptoms. 


ETIOLOGY 

The commonest type of this disorder 
the fistula between the gallbladder and the 
duodenum,': = although fistulas also may 
develop between the gallbladder and the 
hepatic flexure of the colon, the stomac} 
or the common bile duct. Puestow® report 
the incidence of fistula in biliary tract sur- 
gery to be 3.5 per cent; Hicken and Coray' 
have found an incidence of 4 per cent. 

The condition typically arises as a result 
of impaction of a stone in the cystic duct or 
in the ampulla of the gallbladder, which is 
followed by acute obstructive cholecystitis. 
Pericholecystitis then develops, with forma- 
tion of adhesions between the gallbladder 
and adjacent structures or organs. Pres- 
sure of the impacted stone against the in- 
flamed gallbladder wall results in localized 
necrosis, With perforation into the structure 
to which the gallbladder has become ad- 
herent. Usually, such perforation occurs 
either into the liver beneath the gallbladder, 
into the omentum adherent to the gallblad- 
der, or into the free peritoneal cavity. When 
perforation in these locations heals under 
nonoperative management, no fistula de- 
velops, but symptoms of right upper quad- 
rant pain biliary tract dysfunction 
persist. 


and 


In some cases, the inflammatory reaction 
and localized necrosis occur in a portion of 
the gallbladder which has become adherent 
to an adjacent hollow viscus, and perfora- 
tion occurs between the gallbladder and the 
adherent organ with formation of a fistula. 
The newly established opening permits 
spontaneous internal drainage of the con- 
tents of the obstructed inflamed gallbladder 
and the acute process may subside, with re- 
lief of symptoms. Internal biliary fistula 
also may occur through perforation of a 
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gastric or duodenal ulcer into the common 
bile duct, or as a complication of carcinoma 
ol the gallbladder, following erosion of the 
neoplasm into an adjacent viscus. 

SYMPTOMS 

Cholecystoduodenal fistulas are typically 
accompanied by epigastric and right upper 
quadrant pain, which may be _ protracted 
and severe, and by recurrent bouts of cho- 
langitis as a result of passage of duodenal 
contents into the biliary system. In some 
cases, ulceration of an unusually large stone 
from the gallbladder into the duodenum 
may be followed not only by the establish- 
ment of a fistula but by gallstone ileus, or 
acute mechanical intestinal obstruction 
from a stone impacted in the jejunum or 
ileum. In general, if the stone is passed 
into the duodenum, the fistula is likely to 
heal spontaneously, although if the common 
bile duct is obstructed, the fistula will nec- 
essarily remain open, to permit drainage 
of bile into the intestinal tract. 

Formation of a cholecystocholedochal fis- 
tula by ulceration of a small stone in the 
cystic duct or ampulla of the gallbladder 
into the common bile duct is characteris- 
tically followed by recurrent attacks of ob- 
structive jaundice and cholangitis. If the 
stone is large and remains impacted in the 
gallbladder at the site of perforation, the 
subsidence of the acute inflammatory pro- 
cess may relieve the obstruction of the com- 
mon bile duct and allow relatively normal 
biliary flow to be resumed. Recurrent at- 
tacks of mild inflammation then may pro- 
duce intermittent obstructive jaundice, with 
or without pain and cholangitis. Asa rule, 
there are no symptoms characteristic of this 
type of fistula which serve to distinguish 
it from chronic cholecystitis with recurrent 
obstruction of the common bile duct by 
stone or by inflammatory stricture. Usual- 
ly, the symptoms are severe and of long 
duration. This type of fistula is particu- 
larly uncommon, 3 cases having been re- 
ported by Behrend and Cullen’ and 2 cases 
by Patt and Koontz." 

DIAGNOSIS 

Sometimes the presence of internal bil- 
iary fistula can be diagnosed on roentgen 
examination. While in most instances cho- 
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lecystography will show simply a nonfunc- 
tioning gallbladder, gas may be noted in 
the gallbladder if a fistula is present be- 
tween this organ and a portion of the gas- 
trointestinal tract. Reflux of barium into 
the gallbladder and biliary ducts following 
a barium meal similarly indicates the pres- 
ence of such a fistula, most commonly lo- 
cated in the duodenum, but occasionally oc- 
curring in the stomach. Reflux of barium 
into the extrahepatic biliary tract following 
a barium enema is diagnostic of cholecysto- 
colic fistula. 
TREATMENT 

Treatment of the condition is surgical. 
While healing often occurs following spon- 
taneous internal drainage of the acutely in- 
flamed gallbladder through a fistula, the 
persistence of severe symptoms following 
subsidence of the acute attack, especially 
with roentgenographic evidence of an in- 
ternal biliary fistula, is ample indication for 
surgical correction. Spontaneous internal 
fistulas do not provide proper or adequate 
drainage for the biliary tract and permit 
either reflux of intestinal contents into the 
bile ducts or intermittent obstruction to the 
normal biliary flow. 

Cholecystoduodenal fistula is corrected 
by removal of the gallbladder, repair of the 
opening in the duodenum, and exploration 
and T-tube drainage of the common bile 
duct. Repair of the cholecystocholedochal 
fistula is more difficult, since this condition 
is less likely to be diagnosed before opera- 
tion. In such a case, the common bile duct 
may be divided inadvertently in the region 
of the fistula during dissection of the gall- 
bladder. The possibility of this lesion must 
be kept in mind and the common bile duct 
identified as a preliminary step in the oper- 
ation when the gallbladder is found to be 
densely adherent to the region of the com- 
mon duct. Following cholecystectomy, the 
common bile duct is explored, stones are re- 
moved, and a T-tube is introduced. Inter- 
nal biliary fistula secondary to carcinoma- 
tous ulceration obviously is not amenable to 
surgical treatment. 

CASE REPORTS 

Case No. 1: The patient, a white woman aged 

58 years, was admitted to the Physicians & Sur- 
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geons Hospital on August 12, 1948. According to 
her history, cholecystostomy had been performed 
thirty-one years before for indigestion, with tem- 
porary relief of symptoms. Mild episodes of epigas- 
tric distress appeared from time to time, with typi- 
‘al qualitative dyspepsia following ingestion of fat- 
ty foods. These complaints had increased sharply in 
recent months, and severe attacks of upper abdom- 
inal pain with fever and chills had occurred shortly 
before admission. One significant symptom was the 
occasional occurrence of sudden violent pains with 
vomiting immediately the drinking of 
liquids. There was no history of jaundice, light 


following 


stools, pigmented urine, or melena. 


Two de- 


veloped with severe epigastric pain, nausea, vomit- 


weeks before admission, acute illness 


ing, fever, and chills, the temperature rising to 
103° F. The upper abdominal pains were sudden, 


sharp, frequent, and of short duration, radiating 
straight through to the back, and were relieved 
temporarily by vomiting. 

Upon admission, the patient was not acutely ill 
and no evidence of jaundice was noticed clinically 
or by laboratory study. 

Examination revealed the abdomen to be mod- 
erately obese; a right paramedian incisional scar 
extended from the xiphoid to a point just below the 
umbilicus, with herniation 


throughout its extent. 





Fig. 1. 
passes upward from duodenum. into biliary tract. 


Gastrointestinal x-ray series. Barium 
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Slight tenderness to pressure was noted over t! 
midepigastrium and gallbladder region, and tl! 
liver edge was barely palpable on deep inspiratio 
Diabetes mellitus and hypertension were present 
mild degrees. Physical and laboratory examin: 
tions were otherwise of no contributory interes 
except for roentgenologic findings. 
Cholecystography visualize 
bladder. 


failed to the gal 
Gastrointestinal x-ray series showed t} 

and stomach to be normal, but tl} 
duodenal cap was irregularly outlined and a thi 
stream of barium was seen to pass from the regio 


esophagus 


of the cap vertically upward, apparently into t} 
biliary tract. A small amount of barium was sti 
present in this area twenty-four hours later, a 
though none remained in the stomach or small in 
testine. 

A diagnosis of cholecystoduodenal fistula wa 
made and operation was advised. 

Course: Exploratory laparotomy was performed 
on August 23, 1948. The hepatic flexure of th« 
colon was found to be densely adherent to the smal 
shrunken fibrotic gallbladder and was freed. Th« 
fistula was located between the ampulla of th: 
gallbladder and the adjacent duodenum. These o1 
gans were separated and the gallbladder was rx 
moved from above downward. No 


stones were 


present. The common bile duct was greatly dis 
tended and was filled with a mushy mass of soft 
stones. The duct was explored, and the obstructing 
soft stones were removed from the entire length 
of the common duct, and a T-tube was introduced. 
The opening in the duodenum was closed with two 
layers of sutures. The incision was closed as usual. 

Postoperative course was complicated only by an 
incisional infection. The T-tube removed 
twelve days after operation, following a normal 
cholangiogram, and the patient was discharged in 
good condition. 


was 


She has been completely free of 
symptoms referable to the gastrointestinal or bil- 
iary tracts since operation. Gastrointestinal x-ray 
series and barium enema on March 14, 1951, were 
normal. 

Case No. 2: The patient, a white woman aged 
39 years, was admitted to the Physicians & Sur- 
geons Hospital on April 8, 1949, under the care of 
me. 2 


gestive 


K. Mason. She gave a history of minor di- 
difficulties, with 
fatty foods, for the preceding year, 


especially reference to 
with recurrent 
attacks of colicky pain in the right upper quadrant 
during the preceding six months. On several oc- 
casions, these attacks persisted for several days 
and were sometimes accompanied by fever, chills, 
and jaundice, with laboratory findings characteris- 
tic of extrahepatic biliary tract obstruction. Cho- 
lecystography failed to visualize the gallbladder. 
Examination upon admission showed the patient 
to be not acutely ill. The abdomen was flat; mod- 
erate tenderness to firm pressure was present in 
the right upper quadrant. Liver, spleen, and kid- 
reys were not palpable, and no masses could be 
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felt. A slight degree of jaundice was present; 
clinical laboratory tests proved it to be of the ob- 
uctive type. 


f 


A diagnosis of cholelithiasis with 
nmon bile duct obstruction was made. 


K. Mason 
The gallbladder was found to 


Operation was performed by Dr. L. 
on April 11, 1949. 
be small subsiding 
The gallbladder 
fairly large 
stones and was ulcerated through in one area, ad- 


and scarred, and evidence of 


acute inflammation was present. 
contracted about a number of 


was 


rent to the omentum, and in another area was 


nsely fixed to the hepatoduodenal ligament, with 
erforation into the bile duct. A large 
tone was present at the site of the cholecystochole- 


common 


f 


chal fistula, obstructing the common duct at this 


point. Cholecystectomy was performed, the stone 


was removed from the common bile duct, the com- 
mon duct was explored, and a T-tube was intro- 
duced at the site of perforation. The incision was 
closed in the usual manner. Convalescence was un- 
eventful and the T-tube was removed after twelve 
days, following a normal cholangiogram. The pa- 
tient has had no further symptoms referable to the 
gastrointestinal or biliary tracts. 

enn: 


DISCUSSION 

Two typical cases of internal biliary fis- 
tula are reported. The cholecystoduodenal 
fistula was diagnosed before operation by 
roentgenography, the gallbladder failing to 
visualize on cholecystography but showing 
reflux of barium from the duodenum into 
the gallbladder following a barium meal. 
The cholecystocholedochal fistula was not 
identified preoperatively since the presence 
of a nonfunctioning gallbladder on chole- 
cystography and the history of symptoms 
of right upper quadrant pain and recurrent 
obstructive jaundice could not be regarded 
as diagnostic of this condition. 

The possibility of development of internal 
biliary fistula, with resultant severe dam- 
age to the extrahepatic biliary tract, is an- 
other argument in favor of routine chole- 
cystectomy for gallstones, whether or not 
the stones are producing symptoms at the 
time of discovery. 

SUMMARY 

1. Two cases of spontaneous internal 
biliary fistula are reported. 

2. Cholecystoduodenal fistula can be 
diagnosed preoperatively by x-ray either by 
the presence of gas in the gallbladder or by 
reflux of barium into the gallbladder fol- 
lowing a barium meal. 
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CLINICAL ASPECTS OF CHILDHOOD 
SCHIZOPHRENIA: 
VIEWED FROM INTEGRATIVE 
LEVELS* 

IRWIN M. MARCUS, M. D. 


NEW ORLEANS 


Because of the variability in reports on 
childhood disorders, the term “‘childhood”’ as 
used here refers to individuals below twelve 
‘ There are psychiatric re- 
search reports in which childhood includes 
age groups all the way up to seventeen and 
The arbitrary age 
limit of eleven or twelve years would cor- 
respond more closely to the concept of phy- 
siological puberty and to the conventional 
demarcation utilized in most of the pediat- 
Schizophrenia refers here to 
a disease which interferes with integration 
in every adaptational area, reflecting itself 
at all levels of the central nervous system 
activity, the deeper brain areas with their 
various important centers and connecting 
pathways, on through upper brain levels. It 
follows that there would be metabolic, auto- 
nomic, vascular, sensory, motor, emotional, 
intellectual, and social malfunctioning." > ** 


years of age. 


eighteen vears of age.*" 


rics services. 


Since childhood is a period of continuous 
and relatively rapid changes, as new devel- 
opmental levels are achieved, we would ex- 
pect differences in the child’s reaction de- 
pendent upon the time of onset, as well as 

*Presented at meeting of New Orleans Society 
for Psychiatry and Neurology, January 17, 1952. 

** Associate Professor of Psychiatry and Pedi- 
atrics and Head of the Child Psychiatry Unit, Tu- 
lane University School of Medicine, New Orleans, 
La. Associate Psychoanalyst, Columbia University, 
New York. 
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the degree of severity and the course of the 
illness. Adequate experience and training 
in child psychiatry is thereby requisite in 
evaluating the symptomatology and avoid- 
ing misdiagnosis. It is well known that 
there are many disturbances which if evalu- 
ated with the criteria for adult behavior, 
would result in labeling many nonschizo- 
phrenic children schizophrenic. 

I suspect the reverse is also true, since the 
difficulties the child experiences in his des- 
perate attempts to adapt arouse intense 
anxiety which the child attempts to control 
by utilizing mechanisms of defense simi- 
lar to those of the neurosis. 
logical inhibitions “freeze” learning proc- 
esses so that future development follows a 
discordant pathway. Therefore, the clinical 
disorder is here viewed as a combination of 
both the underlying biological disturbances 
and the desperate attempt to adapt in spite 
of the illness. As you well know, there is a 
great deal of discussion prevailing as to 
whether schizophrenia is a clinical entity, 
genetically predetermined, its appearance 
dependent upon a variety of factors that 
may precipitate decompensation,*' or as 
others consider it, a disease which may ap- 
pear in any individual regardless of the gen- 
etic or constitutional predisposition. Those 
believing the former sometimes call the lat- 
ter “schizophrenic-like’” behavior. I hope 
that the factual explanations of the genesis 
can perhaps be given us some day by those 
equipped to do the required multiphasic re- 
search. 


The biopsycho- 


AREAS OF DISTURBANCI 
Let us now consider some of the areas of 
disturbance. On the levels: 
Schizophrenic children may show marked 
instability or lack of responsiveness of the 
vasomotor system. 


lowe a brain 


They may have exces- 
sive perspiration or vascular dilatation or 
appear pale and have cold extremities. Their 
biological reactions are frequently unpre- 
dictable. This has also been seen in the adult 
cases.*” The instability of childhood homeo- 
static mechanisms further accentuates these 
reactions. Disturbances in the usual rhythm 
of eating, sleeping, or elimination may be 
apparent. There are frequently discrepan- 
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cies in physical growth. Studies at the Ne, 
York Psychiatric Institute, however, did n 
reveal any clear’ relationship betwe« 
Kretschmerian dysplastic and _  asthen 
types and prognosis, as had the findings « 
some of the Soviet workers.**: ** 
Disturbances in the visual-motor patter 
may be demonstrated by having’ the chil 
copy certain gestalt figures.® '7 Marked i: 
consistencies can be seen as primitive vorti- 
cal movements intermingled with forms 
that are consistent with their maturationa| 
level. There are difficulties in controlling 
and boundaries, in particular, 
marked discrepancies within the parts. One 
part may be in marked temporal contrast 
with the remainder. The pathology may be 
seen in their art productions.*! The six to 
twelve year old child may show precocious 
ability. Their art reflects problems in mo- 
tility as well as the intense pervasive 
anxiety and disturbances in body image. 
Other special talents may be expressed 
through music, dancing, or verbalization. 
The discrepancy between the highly devel- 
oped talent and their other adaptional pat- 
terns may be striking. 
On the motor level: 
in coordination. 
noticeable 


action 


One sees difficulties 
As an example, there were 
differences in observing the 
schizophrenic children in outdoor play with 
their nonschizophrenic peers.* Contrast 
with the others in the group was marked. 
They are awkward and clumsy and have ir- 
regular, unpredictable patterns in the com- 
monly played games. Although one gets the 
impression of difficulty in coordination 
when the child has to conform to a set pat- 
tern of activity, there may be, one the other 
hand, very graceful spontaneous dancing. 
Children from three to six often preoceup) 
themselves with such motor play. Another 
activity which has been observed is de- 
scribed as “darting’”’.*: + These are sudden 
movements, breaking away from the grace- 
ful rhythmic activity and considered an ex- 
pression of the desire to escape from their 


From experiences while on the Staff of the 
Hawthorne-Cedar Knolls School, an institution for 
emotionally disturbed children located at Haw- 
thorne, N. Y. 
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vacillating uncertain center of gravity. 
There is difficulty in gaining new motor 
patterns. Mothers frequently remember the 
difficulty their child had in learning to walk 
or in manipulating toys. The child’s motor 
retardation may be in contrast with its 
other development, which can appear nor- 
mal. These discrepancies are a source of 
marked anxiety to the parents. They attempt 
to push his motor development, succeeding 
only in intensifying their mutual anxiety. 
Patterns belonging to a previous develop- 
mental level may persist into later stages. 
As an example, the hand play that is so 
characteristic of infancy may be seen in 
later childhood as mannerisms, e. g., a four 
year old Negro boy seen as a diagnostic 
problem at Charity Hospital, Tulane Pedi- 
Service, manifested preoccupation 
with hand play as one of the evident fea- 
along with marked withdrawal, 
panicky reactions, and inability to distin- 
guish his fantasies from reality. The re- 
gressive hand play is easily observed by the 
Ward Staff and readily distinguished from 
the usual behavior of the same age group. 


atrics 


tures 


Difficulties in ascertaining the position 
of their facial musculature may be associ- 
ated with grimacing, or if combined with 
oral mannerisms may produce unusual vo- 
Others show relative absence of 
expression inappropriate to their thoughts 
and actions. Some show lack of awareness 
of bodily secretions and excretions, likely 
overdetermined in origin. In part, this may 
represent an inability to peri- 
pheral perception, as weil as emotional, in- 
tellectual, and cultural aspects of behavior. 
In addition, the child exhibits a dramatic 
plea for help with his denendency needs. 


cal noises. 


integrate 


Schilder and Bender have considered cer- 
tain of the postural reflexes as being al- 
most pathognomonic for childhood schizo- 
phrenia.' ** ** Up to the age of six, the 
average child normally responds with cor- 
rective body movement when you turn his 
head. The schizophrenic child shows de- 
velopmental retardation in his neuromuscu- 
lar responses and can be initiated into 
whirling movements, apparently accepting 
the new motor pattern if the turning is con- 
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tinued by the examiner. Whirling activity 
may be seen as a common form of spon- 
taneous motor play, linked with the child’s 
difficulty in determining his center of grav- 
ity, or relating himself to time and space, 
and in determining the peripheral gestalt 
of his body. In further efforts to seize upon 
a dependable center of gravity, he forms in- 
tense identifications, attempting to become 
integrated vicariously. There may be cling- 
ing, bodily dependence, and complete motor 
compliance. The latter can be demon- 
strated by mutual contact with the palmar 
surfaces of the hands. Such children can 
be pushed about with ease or induced into 
cerea-flexibilitas. 

In the emotional sphere: The entire pic- 
ture is colored with anxiety. The pan- 
anxiety occurs as a reaction to perceiving 
danger from a variety of sources. These 
include: their inability to experience any 
sustaining pleasure by satisfying bodily 
needs; inability to maintain stable orien- 
tation toward the animate and _ inani- 
mate environment; fluctuating perceptions 
and apperceptions; difficulty in ascertain- 
ing their ego boundaries with fears of los- 
ing identity and being engulfed or con- 
trolled by others if they get too close (its 
prototype usually refers to the mother). 
On the other hand, they desire close con- 
tact to acquire a source of bodily and psy- 
chological security to escape the effects of 
the illness. 
tinuous fantasies, such as going to other 
countries or worlds, changing sex, and be- 
coming another person. As an example, an 
eleven year old child was actively engaged 
in attempts to change sex. By self-inflicted 
wounds, she was preparing herself for a 
tantasied dangerous career as a male. Simi- 
larly, an adult had amputated her own 
breasts and carried on other actions, such 
as implanting testicles under her skin, to be- 
come a male. This too is overdetermined 
psychologically; namely, the symbolic ac- 
quisition of a penis to obtain strength, pro- 
tection from attack, and restoration of the 
fantasied castration damage. 


Desires to escape produce con- 


The schizophrenic child shows inability to 
control the production of his fantasies in 
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contrast to the healthy child, who tells you 
he is “making it up”. The emotional ataxia 
in the schizophrenic is in contrast with the 
individualized constancy of range in the 
healthy child. Other findings on the com- 
parison between the two reveal the absence 
of true hallucinatory or delusional attitudes 
in the fantasies of the two to five year old 
normal group, and in those instances which 
might have been considered closest to it, 
there is always a very strong emotional fac- 
tor present, similar to that which might 
initiate the pseudo or true hallucinations in 
the normal adult, except that the child has 
greater emotional lability... '' The most 
imaginative healthy children are not the 
ones that more frequently produced the 
pseudo-hallucinatory or pseudo-delusional 
experiences. Pseudo-hallucinatory experi- 
ences are found to be more dependent upon 
the intensity of the emotions. Contrary to 
autistic thinking in the schizophrenic, the 
healthy child neither believes in his fanta- 
sies nor loses active emotional contact with 
the environment, and maintains an aware- 
ness of temporal and spacial relationships 
in accordance with his developmental level. 


The usual sexual problems in childhood 
may be accentuated and manifested in pre- 
occupation with masturbation and elimina- 
tion, or in the older group, they may ex- 
periment with attempts at obtaining pleas- 
ure from a variety of stimuli. Their soma- 
tic complaints when present refer to intro- 
jected objects, seldom utilizing projective 
defense mechanisms. 
cur, however, in 


The latter may oc- 
adolesence. Hallucina- 
tions of the auditory type are extremely 
rare and not considered of diagnostic value. 
They are considered mechanisms similar to 
those seen in nonschizophrenic children and 
represent strong emotional reactions to 
their conscience. They readily disappear 
with treatment. 

Kanner” observed 11 children who from 
infancy manifested extreme autism, obses- 
sive desires for sameness, stereotypy, and 
echolalia-type reproductions, but felt these 
were not schizophrenic because they did not 
fit the criteria of being preceded by two 
years of essentially average development 
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and were showing some improvement. in 
the early reported cases of childhood schizo- 
prenia, including those of De Sanctis’ ce- 
mentia praecocissima and Heller’s dementia 
infantilis, their cases were preceded by 
least two years of essentially average ce- 
velopment; the histories specifically empha- 
sized a gradual deterioration in the pa- 
tient’s behavior. Kanner’s have now 
reached the ages of nine and eleven years. 
Their basic desire for aloneness has re- 
mained essentially unchanged, with a vary- 
ing degree of emergence from their solitude. 
He felt these were examples of inborn au- 
tistic disturbances of affective contact. It 
will be interesting to follow these and to 
see how they will later adapt. I believe 
there is the possibility that his may be early 
cases of so called pseudo-neurotic schizo- 
phrenia.'® 


ot 


Although schizophrenia is not the only 
disorder that may cause mothers to com- 
plain that their child does not relate to 
them, I always respect and investigate such 
observations. Attempts to avoid the anx- 
iety associated with the danger of being too 
close to others intensifies the desire to with- 
draw into seclusion. It is further overde- 
termined by the pride associated with their 
pseudo-independence. They are torn be- 
tween their need for others to provide se- 
curity in every area of their functioning 
and the desire to escape from themselves 
and their frustrating environment. Their 
inability to correctly perceive interpersonal 
emotional reactions further contributes to 
marked ambivalence in their relationships. 
Other attempts to avoid anxiety are seen in 
their desire to deal with only a small part 
of the object relations in life. They cry at 
changes in routine and reject new situa- 
tions. They ritualize their life and further 
restrict their adaptive capacity.® 

On the intellectual level: Differences in 
the effect upon thought and language are 
expected at various developmental levels. 
If the disease is evident within the first few 
years of life, there may be marked speech 
retardation or evidences of blocking. Pro- 
longed mutism may be an early symptom. 
The speech may suddenly appear although 
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tne mutism was present for several years. 
Other manifestations may include distortion 
in the verbal constructions or revival of 
earlier patterns. Verbalizations 
may be preoccupied with attempts at ori- 
the environ- 
You are all familiar with the way in 
which adult schizophrenics utilize special 


speech 


entation towards oneself or 
ment. 
and symbolizations for language.*! 
This is also seen in the childhood disorder. 
On the other hand, children who begin to 
suffer from the schizophrenic process after 
language has developed may show a marked 


signs 


increase in their language ability. The con- 
tinuous interference with their thought 
processes, accompanied by the emotional 


disorganization, may lead them toward ex- 
perimentation with varying forms of 
thought, which find expression in what we 
perceive as fragmentation or other bizarre 
forms of communication. It is not uncom- 
mon to find them preoccupied with num- 
bers or other abstractions that have no par- 
ticular emotional or intellectual meaning to 
a young child." ' 


Three to four and one half years of age is 
considered the most common period of on- 
set. The disruptions of their acquired pat- 
terns may be sudden or gradual. The dis- 
ruptions in the social patterns are fore- 
most; whereas physical and _ intellectual 
areas may not appear to be markedly im- 
'! They show marked anxiety and 
It is this group that fit the 
criteria of De Sanctis and Heller. Children 
considered to be schizophrenic in the first 
two years of life usually do not show con- 
sistent development at any point. The 
third period in which the process is com- 
monly recognized is at ten to eleven years. 
In this age group, differential points are 
needed to distinguish them from neurotics. 
They begin to show the projective mecha- 
nisms seen in adult paranoids. Many in the 
group may show acceleration in their lan- 
guage development and confusions in iden- 
tifications. The disorganization is not just 
a simple regression according to the devel- 
opmental levels, but follows a pattern all of 
its own.'* Because of the schizophrenic 
child’s specific language and speech disturb- 


paired.* 


dependency. 
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ances, much is to be gained from more care- 
ful investigation of these areas. As an ex- 
ample, dissociation between language sign 
and language function has been shown to re- 
flect early affective dissociations. The 
schizophrenic uses words for themselves 
without employing them for communica- 
tion and affective relationships.'® The fur- 
ther these dissociations occur, the greater 
are the feelings of strangeness, of being iso- 
lated and alone, the less the ability to em- 
ploy affective contact with the environ- 
ment. Such observations can be of aid in 
distinguishing severe disorders 
manifested by marked regressive adaptive 
patterns. As an example, a boy I treated 
for two years appeared schizophrenic in 
manifesting at four years of age intensive 
impulsive aggressive behavior, regressive 
habits, hyperactivity, vacillation between 
excitement and seclusiveness, negativism, 
and lack of affective contact. His use of 
language was such as to rule out the diag- 
nosis of schizophrenia. As he gradually im- 
proved in therapy, his behavior became in- 
tegrated and he was able to progress to the 
developmental level appropriate for his age. 
The therapist in this instance also treated 
the mother. 


behavior 


One or both 
parents may have a severe emotional dis- 
turbance. The healthier parent usually 
suffers intense anxiety, guilt feelings, and 
confusion, as a result of inability to under- 


On the interpersonal level: 


stand the distortion in their relationship. 
There is marked difficulty in empathizing 
with the child and in getting cooperation 
from the emotionally disturbed parent. The 
schizophrenic child in the family usually 
creates a great deal of anxiety in the other 
children as a reaction to his diffuse anx- 
iety and inadaquate defense mechanisms. 
They, of course, have the same difficulty in 
identification and empathy with the schizo- 
phrenic sibling. It is for this reason that 
having a schizophrenic child in a mixed 
group therapy program requires special 
skill on the part of the therapist. The anx- 
iety of the schizophrenic child may be a 
serious disruptive influence upon the group. 
Although such children can react with feel- 
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ings of affection for the therapist, it does 
not appear to facilitate their desire to dis- 
cuss their feelings and problems. These 
children frequently manifest a searching, 
wistful, longing expression in their eyes 
which appeals very strongly to others for 
help. The therapist is frequently fooled 
into feeling that such children merely need 
a stable affectionate relationship to fulfill 
the defects apparent in their environment. 
The girls are frequently frail and often 
beautiful. Some of the children are ex- 
tremely suggestible early in therapy; others 
appear to be unable to relate to anyone,— 
therapist, social worker, cottage parent, etc. 
They frequently identify with only one 
aspect of their parental relationship, name- 
ly, the hostile attitude of the parent, and 
are thus not able to see the warm, affec- 
tionate aspects of either their parents or 
others in their lives. Although many of 
the mothers may be found to be overpro- 
tective or hostile and anxious,”**° we must be 
cautious in seizing upon this as the causa- 
tion of childhood schizophrenia. The child’s 
apparent incapacity and peculiar develop- 
ment could easily arouse parental reactions 
of the above nature. Kallmann’s*’ research 
studies conclusively reveal the presence of 
genetic predisposition. Thus, it would not 
be surprising to find a large percentage 
of their parents with severe personality dis- 
turbances. I would agree, however, that in 
spite of certain genetic predisposition un- 
derlying the developmental processes, the 
hostile, highly ambivalent parental attitudes 
may well be the precipitating factors for to- 
tal disorganization in many instances. 
DIFFERENTIAL DIAGNOSIS 

In the differential diagnosis, we must 
keep in mind that such symptoms as hyper- 
activity, marked aggressiveness, hallucina- 
tory episodes, seclusiveness and pseudode- 
lusional material may appear in children 
with physical illness, severe behavior dis- 
orders, neurosis, and organic brain disease. 
Schilder** contributed many descriptions of 
reactions that resembled schizophrenia but 
were associated with organic brain pathol- 
ogy. Postencephalitic behavior disorders 
may also simulate this condition.‘ 


Mental , 
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deficiencies can give the impression of a 


psychosis.*!. The Rorschach is of marked 
help in such a differential. Occasional! 

mental deficiency may coexist with schiz»- 
phrenia. However, many workers feel that 


if the schizophrenic way of reacting is t!x 
foremost, then that diagnosis is to be 
made.”: 1° 

Leitch and Schafer-* employed a battery 
of tests at the Menninger Clinic and felt 
that Murray’s thematic apperception test is 
crucial in differentiating between the 
schizophrenic and nonschizophrenic child. 
The disturbance in thought organization, 
emotion and perception differentiated the 
former. 

It is not felt that cortical electroenceph- 
alograms bear any definite relationship to 
the character or severity of the clinical 
state. As an example, it has been found 
that some of those at the deteriorated level 
show no sign of definite abnormality in the 
electroencephalogram.** 

The occurrence of schizophrenia in chil- 
dren has been considered rare. Kasanin 
and Kaufman twenty-three vears ago re- 
ported 25 psychotic patients below the age 
of sixteen out of 6000 consecutive admis- 
sions to the Boston Psychopathic Hospital.*" 
However, Bender reported a few vears ago 
that more than 100 pre-adolescent children 
were considered to have schizophrenia in 
the past ten years at the Bellevue Hospital. 
Just as there has been an increase in the 
ability to make the diagnosis of schizo- 
phrenia in adults, particularly with the cri- 
teria advanced by Hoch and Polatin on 
pseudo-neurotic schizophrenia,'* '* it may 
be that. further contributions will increase 
the ability to detect schizophrenia in child- 
hood. However, I feel that we should be 
particularly cautious in so labeling a child. 
The possibility for error in this age group 
is much greater. For one, the healthy 
child’s adaptation is in a continuous state 
of instability as compared to that of an 
adult. Obviously, early recognition re- 
quires a refinement in our means of detec- 
tion.'* These children are invariably prob- 
lems and are brought to the attention of 
physicians. Nursery teachers recognize the 
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child’s socialization difficulties as an early 
index of adaptational pathology if these 
persist after the usual period of “warming 
up” 

THERAPY 

With regard to therapy, Bellevue" 
utilizes an intensive program with combined 
psychotherapy, shock treatment, and a so- 
cial program. They find that although the 
outlook is relatively poor compared to other 
types of childhood disorders, many of the 
children can be brought to a point where 
further development can occur. In general, 
those with the severest disorganization of 
their acquired patterns, with diminution of 
anxiety, show very little response to ther- 
apy and are difficult to distinguish from the 
organic dementias. Those showing an ac- 
celerated type of response, with a good deal 
of anxiety, tended to respond to shock ther- 
apy and psychotherapy. They compare the 
results with those in adults, namely, about 
one-third to one-half will make a fair to 
good social recovery. In contrast, Potter 
and Klein** and Lurie, Teitz and Hertzman** 
found only 1 in their series of 14 and 10 re- 
spectively, made any tolerable adjustment. 
The prognosis appears to be much worse if 
the onset is at the three to five year level. 
Long-range supportive therapy would have 
to be included in planning for such children. 
[ disagree, however, with those workers in 
the field who feel that the psychoanalytic 
type of therapy—in other words, intensive 
psychotherapy—is required. I am partial 
to therapy employing a special environment 
where the child can mix with other children 
and where the environment is geared to his 
special problems, plus supportive therapy 
to diminish the anxiety reaction. Group 
therapy for the confused, anxiety ridden 
parents is a valuable aid toward preparing 
the environment to which the child must 
later return.*” 

A nihilistic approach to schizophrenia is 
unwarranted. Recognizing organic brain 
dysfunction underlying the disturbance 
should not imply an irreversible, pessimis- 
tic conclusion. ‘“‘Decompensated” cases can 
be brought back to a satisfactory function- 
ing level in many instances. The therapist 
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and all those in contact with the patient 
must be aware of the nature of the disease 
in order to respond with a healthy thera- 
peutic attitude. Psychotherapeutic tech- 
niques must necessarily be altered from 
those used in neurotic or behavior dis- 
orders; e. g., a twelve year old girl sat at 
home, was mute, and engaged in symbolic 
fantasies and activity, and highly nega- 
tivistic behavior. At Hawthorne, after a 
complete study, she was found to be schizo- 
phrenic. The author saw her weekly for a 
year and although she refused to talk for 
many months, we met regularly, the thera- 
pist carried on a monologue and frequently 
went walking with her. In her recovery, 
she related specific material from these ses- 
sions and pointed out the factors that influ- 
enced her desire to accept and communicate 
with the therapist and the Institute en- 
vironment. 
CONCLUSION 

In conclusion, I hope that the days of di- 
agnosing childhood schizophrenia on the 
negative basis of having eliminated all other 
possibilities, or through an emotional atti- 
tude on the part of the therapist toward the 
child, will soon be over. I have attempted 
to review certain recognizable clinical as- 
pects of the disease in contrast with what 
was at one time considered a nonexistent 
syndrome in childhood. We must recognize 
that all mental activity is a product of un- 
derlying brain structure. Thus, whether 
childhood schizophrenia is considered symp- 
tomatic or genuine would appear to be de- 
pendent upon whether the disturbance is 
produced by known agents or is due to spon- 
taneous electrochemical changes which can 
not be demonstrated by the usual methods 
of investigation. The alterations in brain 
function may be produced by organic dis- 
eases, certain drugs, severe emotional stress 
affecting the related deep brain pathways 
in individuals with varying degrees of pre- 
disposition, or finally congenital brain hys- 
function. 
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SERIOUS DEFEAT OF 
MEDICINE IN THE 
CONGRESS 

On July 5, which was probably the last 
day of 


ORGANIZED 
PRESENT 


the present Congress, organized 
medicine suffered the most serious defeat 
it has ever encountered in its long fight 


against socialized medicine. This defeat 
vas accomplished so quickly, with such 


shrewd management, and with such utter 
deception that few even now know of its 
extent and its meaning. 

In fifty-five days of concentrated effort, 
the socialists and the forces working for 
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socialized medicine, including Oscar Ewing, 
were able to accomplish more than they 
had in the whole four years that State 
Medicine has been a constant threat and in 
the ten years that have passed since State 
Medicine was sponsored by the left wing 
administration under Roosevelt. The man- 
ner of its doing and its possible effects are 
of serious moment to every physician and 
It has 
been repeatedly cautioned by all who know 
and are alert that the Socialists when de- 
feated in their main efforts to bring in 
State Medicine as one big achievement in 
the halls of would pursue a 
course that gave even some remote promise 
of establishing their program bit by bit. 
Our recent defeat is an important stone in 
the arch of State Medicine and in the edi- 
fice that the Socialists would like to build. 
The chronicle of the circumstances is this: 


to the leaders of organized medicine. 


Congress 


On May 12, 1952, Congressman Dough- 
ton, (Democrat of North Carolina), intro- 
duced HR 7800, increasing benefits for Old 
Age and Survivors Insurance beneficiaries 
under the Social Security program, and at- 
tached to this bill was what is now known 
as the infamous Section 3, which further 
provided that the Federal Security Ad- 
ministrator should (1) provide by regula- 
tion when and where physical examinations 
should be taken; (2) be authorized to pre- 
scribe the examining physician or agency 
(including federal installations) ; and (3) 
establish the fees. While the bill did not 
establish permanent and total disability 
benefits, it did establish a precedent and 
framework for the adoption of such bene- 
fits in the future, and also, for the prin- 
ciple of federal doctors taking care of fed- 
eral beneficiaries. There were to be free 
medical examinations under federal control. 

The undesirable features of this Bill 
were perceived and made known by the 
A.M.A. office in Washington and by Dr. 
Marjorie Shearon. Five days after the bill 
was introduced, it was reported out of com- 
mittee to be taken up by the House under 
suspension rules with no amendments per- 
mitted, a twenty minute debate on each 
side, and two thirds majority vote required. 
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No hearings were called. Along with this 
report from the committee was a fifty-one 
page report on the Bill, advocating its ap- 
proval. The report, presumably, was writ- 
ten by the Social Security administration. 
This report was made on May 16, a Friday 
evening at about 4:00 P. M., with a vote to 
be expected on the following Monday morn- 
ing early. Warning was received by the 
State Congressional committee, and proper 
representations were made by the commit- 
tee to our members in Congress. On short 
notice, an extraordinary opposition to the 
Bill was developed which was led by Daniel 
A. Reed (Republican of New York), on the 
ground that the proceeding in the Bill 
was highly irregular and he wished to pro- 
test the gag rule, lack of hearings, and was 
against the attempt to institute a whole new 
Social Security program under cover of in- 
creased old age benefits. 

The Bill was defeated in the House, that 
is, there were only 150 for the Bill and 140 
against, and a two-thirds vote was required. 
This was temporarily a setback for the Bill 
and the Social Security administration 
called the vote, ‘‘a vote against the aged.” 
Actually, it was a vote against the scheme 
to foist government controlled medicine on 
the United States. It was also a vote against 
irregular parliamentary procedures, against 
gag rule, and against speedy legislation. 
In the meantime, Representative Reed in- 
troduced a bill which would meet the needs 
of the nation so far as this particular Social 
Security problem was concerned without 
allowing an opening for State Medicine, as 
did the Doughton bill. The Reed bill never 
got a chance to have a hearing. However, 
the defeat,—temporary though it was—of 
the Ewing and socialized medicine forces, 
was acclaimed by one of the syndicated 
Washington columnists as an indication of 
the A.M.A. having the newest and 
powerful lobby in Washington. As subse- 
quent events have shown, the A.M.A. is far 
from having the most powerful lobby, al- 
though that is just the kind of lobby it 
needs. 

Continuing the chronicle of our defeat— 
The administration forces stirred up as 
much sympathy and influence as they could 


most 


Editorial 


bring to bear on the grounds that son 

Democrats and some Republicans were vo 

ing against the interests of the aged. O 

June 12, it was again brought up for vot 

under suspension of rules, to be acted upo 

by the House on June 16. Although the) 

was plenty of time on June 13 and 14 fo 
full debate and amendment, the administra 
tion insisted upon gag rule. A forty min- 
ute debate was to be permitted. The ver 
sion of the Bill this time had a few words 
phrases, and sentences changed in Sectio: 
3. These minor deletions left the way ope: 
for the Security Administrator to do what 
he pleased and the talk about the amended 
bill having removed the portions objected 
to by the medical profession was a decep- 
tion. The Bill passed the House 360 to 22 
with our own representatives who had been 
made aware of its dangers voting for the 
Bill, feeling that it was not objectionable to 
organized medicine. As the Bill went to 
the Senate much opposition was shown to 
Section 3 all the nation. Senator 
George said his committee agreed to delete 
Sections 3 and 6, pending hearings in Janu- 
ary. 


over 


The Bill was passed viva voce at 6:00 
P.M. on June 26, few Senators being pres- 
ent. On July 3, 4, and 5, the conferees met 
to harmonize the differences between the 
House and Senate bills. 


They were dead- 
locked on p 


Section 3. George capitulated 
with a slightly weakened Section 3, and 
the atrocious bill passed the House on July 
5 on what was probably the last day of the 
present Congress. 

these events shows 
how it was done and gives us a warning for 
the future. This defeat for us was accom- 
plished by the administration exerting all 
the pressure it had over a fifty-five day 
period, bringing the bill out late in the week 
to be acted upon Monday morning without 
debate, or not sufficient debate, by mis- 
representation of the true significance of 
minor changes, by our representatives in 
the House and Senators in Congress being 
willing to accept verbal assurances which 
are not present in the text of the bill. The 
immediate effect of this defeat will not be 


Reconsideration of 








Organization Section 


apparent to the average physician. Its ul- 
timate potentiality for harm to medicine is 
enormous. It can be clearly seen in the 
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light of these developments that the most 
powerful lobby in Washington is the ad- 
ministration lobby for State Medicine. 





ORGANIZATION SECTION 


The Executive Committee dedicates this section to the members of the Louisiana 
State Medical Society, feeling that a proper discussion of salient issues will contrib- 
ute to the understanding and fortification of our Society. 


An informed profession should be a wise one. 


AMA DUES 

Are you on borrowed time? You are if 
you did not pay your 1952 AMA dues by 
June Ist. A member is delinquent if his 
dues were not paid by June first and unless 
he pays the delinquent dues within thirty 
days after he receives notice of his delin- 
quency from the Secretary of the AMA he 
will forfeit his active membership. Our ad- 
vice is to attend to this at once. 


REPORT OF DELEGATES TO AMA 
1952 SESSION—Chicago 
June 9-13 

The House was called to order promptly 
at 10:00 a. m. on Monday, June 9, by the 
Speaker of the House, Dr. Frank F. Borzell. 

The Chairman of the Reference Commit- 
tee on Credentials reported 185, out of a 
possible 188 delegates certified. Later re- 
port indicated hundred per cent at- 
tendance. 


one 


Due to illness the Vice-Speaker, James R. 
Reuling, was unable to be present and Dr. 
Vincent Askev was elected 
pro tem. 

Dr. Donald C. Balfour, Rochester, Min- 
nesota, Dr. Shields Warren, Boston, and Dr. 
Paul D. White, Boston, were nominated as 
recipients of the distinguished service 
award and Dr. Paul D. White was elected 
by the House to receive this award. 


Vice-Speaker 


The Poard of Trustees recommended that 
the annual dues be continued at $25.00 per 
vear and this recommendation was adopted. 
The Board of Trustees was asked to study 
the problem of increasing the compensation 
to state societies for the collection of AMA 
dues. 


Up to the present time efforts are still 
being made to buy a piece of property in 
Washington to house the Washington office, 
however nothing specific has been done so 
far. 

It was agreed that since President Cline 
is reported to have flown more air miles last 
year than any other individual in the United 
States, both the president and president- 
elect should receive an honorarium of $50.00 
per day in addition to their expenses; this 
to be retroactive to June, 1951. 

It was advocated that committees at a 
state level be formed to promote subscrip- 
tions to the American Medical Education 
Foundation. The Woman’s Auxiliary pre- 
sented the American Medical Education 
Foundation with a check for $10,000.00 and 
the American Radiological Society gave a 
check for $2,000.00 

A committee is to be appointed to study 
internship appointments in __ hospitals 
throughout the country. 

In regard to the licensing of non-medical 
personnel by the specialty boards, the 
Chairman of the Council on Medical Educa- 
tion and Hospitals stated that the rules of 
the Council do not permit this at this time 
and it was recommended that the Coun- 
cil make further study of the problem. This 
is in accord with the resolution which was 
adopted by the Louisiana State Medical So- 
ciety at the Annual Meeting in Shreveport 
and nine other states joined us in present- 
ing this resolution. It must be realized that 
the Council on Hospitals and Medical Edu- 
cation does not have power to set rules and 
regulations until approved by the House of 
Delegates and since no recommendations 
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were made at this meeting no action was 
taken to change the present rules. 

The question of term of delegates was 
discussed and it was agreed that any dele- 
gate duly elected by his society shall be per- 
mitted to serve out his term even though 
the state membership does not, numerically, 
meet the requirements for such an appoint- 
ment. 

The House went on record as approving a 
resolution to limit taxation by the Federal 
Government, at the same time it does not 
approve supporting any individual for pub- 
lic office. It was suggested that Congress 
be petitioned to investigate the treatment 
of veterans in VA Hospitals with non-serv- 
ice connected disabilities and to disapprove 
the acceptance of fees by the Government 
from insurance companies and _ hospital 
companies for treatment of veterans in VA 
Hospitals. 

For the first time some recognition is to 
be given to the alternate delegates by pre- 
senting them with a distinctive badge. 

Recognition was given to Dr. Walter H. 
Roehll, of Middletown, Ohio, for his minis- 
tration to the passengers on the train stalled 
for several days in a heavy snow storm in 
the Sierras last winter. 

A committee report was adopted which 
recommended to the Board of Trustees that 
a committee be appointed to study and con- 
sult with the American Osteopathic Asso- 
ciation with regard to Doctors of Medicine 


being permitted to teach in osteopathic 
schools. 
Mr. Howard Blakeslee was awarded, 


posthumously, a gold medal for his work as 
science editor. Mr. Blakeslee was seventy- 
two vears of age and passed away suddenly 
on May 2 at his home in Port Washington, 
L. l., N. Y. The last time such an award 
Was made was in 1948 when it was 
sented to Father Alphonse Schnwitalla. 

There was considerable discussion con- 
cerning the Magnuson Commission in con- 
nection with the President’s Commission on 
the Health Needs of the Nation, after which 
expression of an opinion by the House was 
postponed. 


pre- 


Dr. Ernest Claxton, assistant secretary 


Organization Section 


of the British Medical Association, Londo: 
England, addressed the House and broug! 
greetings from the physicians of Englan 

At the close of registration on Wednes 
day evening more than 10,000 physician 
were registered. 

Election of officers took place on the lasi 
day of the meeting and for president-elec: 
Dr. E. J. McCormick, of Toledo, Ohio an 
Dr. F. F. Borzell, of Philadelphia, wer 
nominated. In the election Dr. McCormic! 
was declared the winner. 

Dr. F. Schiff, of New York, wa 
nominated and elected Vice-President. 

Dr. George F. Lull, Secretary and Mana- 
ger, Dr. J. J. Moore, Treasurer, Dr. James 
R. Reuling, Speaker of the House of Dele- 
gates and Dr. Vincent Askey, Vice-Speaker. 
were elected without opposition. 

Dr. Dwight Murray, Nepa, California. 
was elected to succeed himself on the Board 
of Trustees. Dr. James R. McVay, of Kan- 
sas City, Missouri, was elected to fill the 
unexpired term of Dr. McCormick. 

Dr. Homer L. Pearson, Jr., Miami, Flor- 
ida, was elected to succeed himself as a 
member of the Judicial Council. 

Dr. Stanley P. Reimann, of Philadelphia, 
succeeded himself as member of the Coun- 
cil on Scientific Assembly. 

Dr. Herman G. Weiskotten, succeeded 
himself as member of the Council on Medi- 
cal Education and Hospitals and Dr. John 
W. Cline, past president, was elected to fill 
the unexpired term of Dr. Russell L. Haden, 
deceased. This Council was increased by 
three members, Dr. Charles T. Stone, of 
Galveston, Dr. Faulkner and Dr. MckKit- 
trick. 

On the Council on Medical Service, Dr. 
Elmer Hess, was re-elected in place of Dr. 
McGoldrick. Louisiana was honored when 
Dr. J. Q. Graves was elected to this Council 
to fill the unexpired term of Dr. McVay. 

Dr. James Stevenson was re-elected to 
the Council on Constitution and By-Laws. 

Atlantic City was selected as meeting 
place for the 1955 Annual Session. 

J. Q. GRAVES, M. D. 


VAL H. FUCHS, M. D. 
Delegates to AMA 


Leo 
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CALENDAR 
PARISH AND DISTRICT MEDICAL SOCIETY MEETINGS 


Society Date Place 
East Baton Rouge Second Wednesday of every month Baton Rouge 
Morehouse Third Thursday of every month Bastrop 
Natchitoches Second Tuesday of every month 
Orleans Second Monday of every month New Orleans 
Ouachita First Thursday of every month Monroe 
Rapides First Monday of every month Alexandria 
Sabine First Wednesday of every month 
Second District Third Thursday of every month 
Shreveport First Tuesday of every month Shreveport 
Vernon First Thursday of every month 
N. O. GRADUATE MEDICAL ASSEMBLY Especially valuable as a training guide for girls 

ELECTS NEW OFFICERS interested in becoming medical secretaries is the 


The sixteenth annua) meeting of the New Or- 
Medical 


1953, headquarters at 


Graduate 
March 2-5, 


Auditorium. 


leans Assembly will be held 


the Municipal 


The following officers and members of the Ex- 
ecutive Committee have been elected for this year: 

Dr. Charles B. Odom, President. 

Dr. Andrew V. 


Dr. Donovan C. 


Friedrichs, President-elect. 
Browne, First Vice-President. 
Dr. Max M. Green, Second Vice-President. 

Third 
Dr. Woodard D. Beacham, Secretary. 


Dr. Robert F. Sharp, Treasurer. 


Dr. Thomas Findiey Vice-President. 


Dr. Howard Mahorner, Director of Program. 
Dr. Jules Myron Davidson, Assistant Director of 
Program. 
Dr. C. Richard Walters, Assistant Director of 
Program. 
Executive Committee 
Dr. W. P. Gardiner 
Dr. Edgar Hull 
Dr. Philip H. Jones 
Dr. James D. Rives 


Dr. H. Ashton Thomas 


NEWS ITEM 
The winner of the 100 volumes display of cur- 
rent medical journals bound by PABS was Dr. 
\aron A. Farbman of Detroit, Michigan, who pre- 
sented same to the Detroit Memorial Hospital. 


TIPS FOR THE DOCTOR’S SECRETARY 
Practical public relations techniques for dealing 
th the doctor’s patients are included in two new 
istrated booklets which the American Medical 
\ssociation soon will make available to physicians. 
\ 20-page pamphlet—designed as a brief guide 
secretaries—will be sent to all AMA members. 


60-page detailed manual which will be available 
July 1 to individual physicians through state med- 
ical society offices. 


TOTAL PHYSICIANS IN U. S. 
HIGH—211,680 

The number of physicians in the 
United States at the end of 1951 stood at an all- 
time high, 211,680, according to the annual li- 
censure report of the American Medical Associa- 
tion. This represented a net increase of 2,640 doc- 
tors in the United States during 1951. 

The report, prepared by Dr. Donald G. 
son, secretary of the A.M.A. Council on 
Education and Hospitals, and Mrs. Anne Tipner, 
both was published in the May 31 
Journal of the American Medical Association. 

Official figures indicated that in 1951 there 
were 6,282 persons who, for the first time, obtained 
licenses to practice in the United States. The net 
gain of 2,640 for the year was after an estimate 
of the number of deaths of physicians based on 
reports to the A.M.A. 


AT ALL-TIME 


continental 


Ander- 
Medical 


of Chicago, 


RECORD TAX BURDEN BRINGS WIDE 

REACTION TO COST OF GOVERNMENT 

Growth of the tax burden to record levels since 
Korea has stimulated popular reactions to more 
than ordinary strength and scope of the climb- 
ing cost of Government in this country, particular- 
ly at the Federal level, reports “Insurance Eco- 
nomics Surveys.” 

Evidence of the extent of this reaction is found 
in three major areas. For one, the economy forces 
in Congress have been gaining support for their 
drive to make deep cuts in President Truman’s 
proposed expenditures of $85.4 billions for the 1953 
fiscal year. Demands for reductions of as much as 
$10 billions are now heard in influential Congres- 
sional quarters. Then, too, the viewpoint is being 
pressed by economists, bankers and businessmen 
that the whole basis of a private enterprise sys- 
tem such as ours is seriously endangered when 
Government takes in taxes more than 25 per cent 
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of the national income over any extended period. 
This percentage is now being exceeded. 
Spending the Key Factor 
A third major manifestation is apparent in a 
series of moves which seek to curd spending by the 
purse-string control method. Among these is the 
drive via the state legislatures to petition Congress 
to clamp a Constitviional lid on the Federal tax 
take in peacetime. Of broadly similar nature are 
resolutions introduced by individual Congressmen 
Federal tax 
rates or would hold the amount of Federal spend- 
ing to annual revenues. 


which either would set a ceiling on 


BROCHURE ON TOXOPLASMOSIS 

Toxoplasmosis has been recognized in the last 15 
years as the cause of an acute, generally fatal in- 
fection in the The agent is 
regarded to be a protozoal organism. 
Although the exact of the 
disease in unknown, arthropod trans- 
mission has been suspected. 


newborn. causative 
commonly 
mode of transmission 


nature is 


This report, comprising 105 pages and 91 illus- 
trations, is published by the Public Health Serv- 
ice, Federal Security Agency. It presents clinical 
histories of five fatal and two surviving cases of 
toxoplasmosis in infants, along with autopsy find- 
ings of four of the fatal cases. The cases described 
were selected from a group observed during a 
three-year period in hospitals associated with the 
University of California Medical School. 


BUTAZOLDIN, POTENT NEW 
ANTI-ARTHRITIC DRUG 
Butazolidin, a totally new, synthetic, orally ef- 
fective agent for the of arthritis and 
allied disorders, is now being released for general 
use on physicians’ prescription by Geigy Pharma- 
ceuticals. 


treatment 


According to a recent report delivered at the 
California Medical Association by Dr. Ralph Schaf- 
farzick of Stanford University, Butazolidin is 
highly effective in many forms of rheumatic dis- 
orders. In gout the effects were superior to those 
of colchicine, the acute symptoms subsiding com- 
pletely in the vast majority of cases in 2-7 days. 
In rheumatoid arthritis, osteoarthritis, spondylitis 
and other arthritic disorders extremely favorable 
results, amounting to complete remission in some 
instances were reported. The toxicity was reported 
as of a low order in comparison with other anti- 
rheumatic drugs of similar potency. 


LIFE EXPECTANCY OF ALCOHOLICS 
“The drinker always runs the risk of having a 
shorter life,” 
of current, 


is the conclusion drawn from a study 


scientific findings, released by the 


American Business Men’s Research Foundation. 
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A study of alcoholic cases and longevity reporte 
by the Ohio State Commission to study Chron 
Alcoholism shows that only 52% of all alcoholi 
live to the age of 50 and over, whereas 85°) « 
all residents live to 50 and older. At the age of 6 
and above, the percentages are 21.5% 
holics and 69% 


for the alc 
for all residents; and at 70 plu 
respectively. 


7.5% and 45% 


RURAL DOCTOR SHORTAGE? 
OR RURAL PATIENT LACK? 

Everybody yearns for the dear old “family do 
tor” who was physician, friend and father-confes 
sor to the folks in his community. On the surface, 
it often appears that there aren’t enough countr 
doctors anymore. What is not so obvious is that 
our gasoline engine and its drivers may be rw 
ning the country doctor out of business. 

This rural medical promlem is discussed in a: 
article which appeared in the February, 1952 issue 
of the Mississippi Farm Bureau News, entitled 
“Has the Modern Age Overshot the Country Doc- 
tor?”” The writer makes the analysis that the pa 
tients themselves are driving the country doctor 
from the American scene! 

The article points out that “the lure of the city 
has bedazzled the patients—and in many cases, the 
docs alike—and has left rural and semi-rural areas 
in dire straits.” The writer dramatically tells the 
plight of many rural doctors who are called by lo- 
cal people only in emergencies or at night. They 
are left behind when the normal, daytime medica! 
care is sought. Even though many new local hos- 
pitals have been built in Mississippi, these small 
but well-equipped institutions are often passed by 
when local residents need hospitalization. 

ST a Aa aR 
IN MEMORIAM 

Whereas, it has pleased our Heavenly Father to 
remove from our midst Dr. H. Guy Riche, Sr.; and 

Whereas, in the passing of Dr. Riche this Society 
has lost one of its most esteemed and beloved mem- 
bers; and 

Whereas, Dr. Riche’s life of unselfish service to 
his fellow men and his devotion to the highest 
ideals and principies of the practice of medicine 
have reflected honor upon the profession; and 

Whereas, Dr. Riche’s life has been an inspira 
tion to his community and to his colleagues; 

Therefore Be It Resolved; That the members of 
this society express their heartfelt sympathy to the 
family of Dr. Riche; and that a copy of this reso 
lution be spread upon the minutes of this Society 
as a tribute to the memory of our deceased co! 
frere. 

(S.) John L. Beven, M. D. 
S.) Daniel J. Fourrier, M. D. 
Felix Boizelle, M. D. 








Woman’s Auxiliary 


or 
or 
or 


WOMAN'S AUXILIARY TO THE LOUISIANA STATE MEDICAL SOCIETY 


ANNUAL MEETING 

The annual meeting of the Woman’s Auxiliary 
to the Louisiana State Medical Society was held in 
Shreveport, April 28-30, 1952, in conjunction with 
the 72nd annual meeting of the Louisiana State 
Medical Society. 

Registration began on Monday morning at the 
Washington-Youree Hotel. The preconvention 
Board meeting was held in the Educational Build- 
ng of the First Baptist Church, with Mrs. H. 
Theodore Simon presiding. 

Following the meeting a delightful luncheon was 
held in the Zephyr room of the Washington-Youree 
Hotel. The Past Presidents of the Woman’s Auxil- 
iary to the Louisiana State Medical Society were 
honored guests at this time. Following the lunch- 
eon a beautiful style show was presented. 

The first 
then opened. The invocation was given by Rabbi 
David Lefkowitz. Mrs. W. B. Worley, president of 
the Woman’s Auxiliary to the Shreveport Medical 
Society, welcomed the visitors to Shreveport. A 
gracious response to this was made by Mrs. Col- 
lins P. Lipscomb. A report of the Woman’s Auxil- 
iary to the American Medical Association was 
given by Mrs. DeWitt T. Milam. She included in 
her report a splendid resumé of the standings in 


session of the general meeting was 


regard to socialized medicine of the candidates 
for presidential nomination. A report of the Wom- 
an’s Auxiliary to the Southern Medical Associa- 
tion was given by Mrs. G. A. Feldner. 

Greetings were brought by the following doctors: 
Dr. Edwin L. Zander, President, Louisiana Medical] 
Society; Dr. W. E. Barker, Jr., President-elect 
Louisiana State Medical Society; Dr. L. W. Gor- 
ton, President, Shreveport Medical Society; Dr. 
Ralph H. Riggs, Convention Chairman; and Dr. 
C. Grenes Cole, Secretary, Louisiana State Medical 
Society. Reports of the State Officers and State 
Chairmen were received. 

The second session of the general meeting was 
held Tuesday morning in the Educational Building 
of the First Baptist Church. The In Memoriam was 
Mrs. Arthur Long and the Benediction 
was given by Dr. M. E. Dodd. It was with deep 
regret that the group learned that Mrs. Arthur A. 
Herold, Immediate Past President, Woman’s Aux- 
iliary to the American Medical Association, was ill 


read by 


and would not be present to be presented as one of 
the honored guests. Mrs. Oscar W. Robinson, Pres- 
ident, Woman’s Auxiliary to the Texas State Med- 
ical Society, was presented. Mrs. Robinson brought 
greetings from her state, and spoke impressively 
of the opportunity Auxiliary members have in the 
field of public relations. 

Other guests presented were Miss Bobbie Cicardo 


otf Alexandria, and Mr. Aaron Pedigo of Pride, 


nners of second and third places respectively in 


* Second vice-president, 


the annual Essay Contest on Socialized Medicine. 
Miss Vivian Adolph of Reserve, winner of first 
place, and Miss Marilyn Carey of New Orleans, 
winner of fourth place were unable to attend. 
Reports of Presidents 
Committees were received. 


Parish and of Special 

Then followed the election of officers. They are 
as follows: 

President, Mrs. T. E. Strain, Shreveport; Presi- 
dent-elect, Mrs. Edwin Socola, New Orleans; First 
vice-president, Mrs. A. Scott Hamilton, Monroe; 
Mrs. J. E. Sorrells, Lake 
Charles; Third vice-president, Mrs. Dean Barber, 
Pineville; Fourth vice-president, Mrs. J. B. Mont- 
gomery, Lafayette; Recording Secretary, Mrs. Ma- 
rion Kopfler, Baton Rouge; Corresponding sec--- 
tary, Mrs. L. L. Davidge, Shreveport; Treasuier, 
Mrs. Dorf Bean, Shreveport. 

Mrs. A. C. Winters of Alexandria, whose death 
occurred there unexpectedly on Monday, was the 
original nominee for the office of third vice-presi- 
dent. Auxiliary members passed a resolution, pre- 
sented by Mrs. Barber, to send condolences to mem- 
bers of Mrs. Winter’s family. 

This meeting was followed by a luncheon at the 
Palmetto Country Club honoring Mrs. H. Theo- 
dore Simon, Mrs. Thomas E. Strain, Mrs. Harold 
F. Wahlquist, Mrs. Louise K. Hundley, and Mrs. 
Edwin L. Mrs. C. B. Erickson acted as 
toastmistress. Mrs. Harold Wahlquist, president of 
the Auxiliary to the American Medical Association, 
spoke to the group on “Working Together for 
Health.” Mrs. Louis K. Hundley, treasurer of the 
Southern Medical auxiliary, discussed “Southern 
Projects.” 

Mrs. Aynaud F. Hebert, of New Orleans, in- 
stalled the newly elected state officers. 


Zander. 


That night auxiliary members with their hus- 
bands attended the dinner dance in the Crystal 
Ball Room of the Washington-Youree Hotel. 

The Post-Convention Executive Board meeting 
and school of instruction was held on Wednesday 
morning in the Educational Building of the First 
Baptist Church, with Mrs. T. E. Strain presiding. 
Mrs. Strain outlined a six-point platform of ac- 
tivities for 1952. She said the group will especially 
emphasize a health and prevention of accidents 
project, promotion and sponsorship of a statewide 
Health Day in Louisiana and continued coopera- 
tion with the state nurses association in a nurse 
recruitment campaign which this year will seek to 
establish Future Clubs in all Louisiana 
schools. In addition, she said, the auxiliary will 
continue to cooperate in the civil defense 
program, to registered voters to cast 
their ballots on election days and to participate in 
the American Medical Association Auxiliary’s pro- 
gram of “Working Together for Health.” 


Nurses 


state 
encourage 
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Meeting with the auxiliary officers in the 
Wednesday morning business session were 22 chair- 
men and eight district counselors, who have been 
named to serve on the executive board. 

The counselors are Mrs. Nathan Polmer of New 
Orleans, District 1; Mrs. Albert F. Habeeb of New 
District 2; Mrs. Isadore W. Cojan of New 
Iberia, District 3; Mrs. W. J. Hill of Shreveport, 
District 4; Mrs. A. G. McHenry of Monroe, Dis- 
trict 5: Mrs. Rhodes J. Spedale of Plaquemine, 
District 6; Mrs. John McLure of Welsh, District 
7: and Mrs. D. B. Barber of Pineville, District 8. 


Orleans, 


The 22 committee chairmen for 1952 are Mrs. 
C. Grenes Cole of New Orleans, archives; Mrs. 
Blaise Salatich of New Orleans, bulletin; Mrs. 


Louis Leggio of New Orleans, cancer control; Mrs. 
Cyril Yancey of Monroe, 
Mrs. George D. Feldner of 
Mrs. O. B. Owens of Alexandria, editor of 
Mrs. H. Theodore Simon of New Or- 
Mrs. Clarence Webb of Shreveport, 
Robert L. Simmons of New Or- 
Health: Mrs. J. E. Carlisle of 
Shreveport, legislation; Mrs. 


commemoration fund; 


New Orleans, Doctors’ 
day; 
publications; 
finance; 
Mrs. 


Today’s 


leans, 
historian, 
leans, 
Leon Gray of Shreve- 
Mrs. W. A. McBride of 
printing; Mrs. F. C. Shute of 
Mrs. Joseph D’Antoni of 


and research of 


port, press and publicity; 
Shreveport, 
Red 
Orleans, 
Wiley A. Mrs. 
DeWitt T. Mrs. 


W. B. Worley of Shreveport, revision of by-laws; 


Ope- 
New 
Mrs. 


lousas, Cross; 


romance medicine; 
Dial of 


Milam of Monroe, public relations; 


Baton Rouge, program; 


Mrs. John L. Bevin of Baton Rouge, yearbook; 
Mrs. Ralph Talbot of Monroe, nurses recruitment; 
Mrs. M. C. Wigginton of Hammond, Louisiana 
Health Council, and Mrs. W. A. K. Seale of Sul- 


phur, civil defense. 

Heading the activities within the executive board 
during the year will be an executive committee 
composed of four Shreveport women and one from 
Monroe. They are the auxiliary president; Mrs. 
Dorf Bean, Mrs. L. L. Davidge, cor- 
responding secretary, and Mrs. W. B. Worley, all 
of Shreveport, and Mrs. DeWitt Milam of Monroe. 
Mrs. Strain, Mrs. Bean Mrs. 
matically became members of the committee, and 
Mrs. Worley and Mrs. Milam were elected by the 
entire board membership. 


treasurer; 


and Davidge auto- 


A school of instruction 
Milam of Monroe. 


was led by Mrs. DeWitt 


A beautiful tea was held Wednesday afternoon 
to honor Mrs. Strain. The event, at the home of 
Mrs. I. F. Hawkins, officially ended the auxiliary 
convention activities. Following are the chairmen 
whom a of the 
success of the convention is due. 


and vice-chairmen to great part 

Mrs. Clarence B. Erickson, General Chairman; 
Mrs. Arthur A. Herold, Vice-Chairman; Mrs. L. 
L. Davidge, Vice Chairman; Mrs. C. E. Boyd, Reg- 
istration; Mrs. J. E. Heard, Information-Tickets; 


Mrs. Paul D. Abramson, Publicity; Mrs. W. R. 


Auviliary 


Harwell, Transportation; Mrs. W. J. Sandidg 
Transportation; Mrs. C. Raymond Mays, Flowe) 
Mrs. I. F. Hawkins, Tea; Mrs. R. T. Lucas, M: 
day Luncheon; Mrs. C. R. Gowen, Monday Lune! 
eon; Mrs. W. J. Hill, Jr., Tuesday Luncheon; M 
Willis Taylor, Tuesday Luncheon; Mrs. Har 
Quinn, Tea Girls; Mrs. C. H. Webb, Printing; M) 
M. D. Hargrove, Pages; Mrs. Dorf Bean, Finan 

Honorary committee: Mrs. H. Theodore Simo 
Mrs. W. B. Worley, Mrs. Edwin L. Zander, M 
L. W. Gorton, Mrs. Raiph H. Riggs. 


MES. TRROLD TONORED 


Mrs. A. A. Herold of Shreveport, past presid« 
of the Woman’s Auxiliary to the American Medi: 
Association, was honored at the Official Openi) 
Meeting of the Louisiana State Medical Society 

Mrs. unable to atte 
the official meeting of the society. A plaque awar 
ed her was accepted by her husband, Dr. A. 
Herold. 


Herold, who was ill was 


Mrs. Herold was president of the American Me 
ical 1950-51. She is the 
only Louisiana physician’s wife ever to have he 
the post. The plaque presented to Mrs. Herold 
the society read: 


Association auxiliary in 


“In recognition of the 
Mrs. A. A. Herold by her election as pres 
dent of the Woman’s Auxiliary to the America 
Medical 1950-51, and in 


for services rendered 


distinct honor confer: 


upon 


Association, appreciatior 
organized medicine. Th: 


Louisiana State Medical Society.” 
\ITENDS 
Mrs. T. E. Strain, President of the Auxiliary 
the Louisiana State Medical Society, attended th 
29th annual meeting of the Auxiliary to the Ame 
ican Medical held 
to 13. 


MEET IN CHICAGO 


Association in Chicago, June & 


LARLY MEDICAL INSTRUMENTS ENIIBI! 


An exhibit of early medical instruments and 
books is on display at the Louisiana State Exhibit 
Museum in Shreveport. The exhibit indicates that 
the treatment of disease must once have been al 
most as frigtening as the disease itself. 

The exhibit was prepared by the committee for 
the research and romance of medicine of the Wom 
an’s Auxiliary to the Shreveport Medical Society. 
Housed in the art gallery of the museum, it at- 
tracted considerable attention from delegates to the 
annual conventions of the State 
State Medical Society. 

Successive committees gathered the historical ob- 
jects over a period of some four or five years. 
Most of the articles were loaned to the committee 
by area residents. 


Auxiliary and 


The project of the local group is part of a state- 
wide program of the woman’s auxiliary to preserve 
articles dealing with the medical history of this 
area. Similar exhibits have been shown at the med- 
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Ls sis of Tulane and Louisiana State univer- 


cent months. 
items included in the 





the display are 


me of the surgical and medical instruments used 
loctors who pioneered in the field of medicine 
northwest Louisiana. 

One resembles nothing more than a pair of prun- 
» shears. Another js similar to the kitchen tongs 
housewives use for removing ears of 


xlern corn 


ym boiling water. Cthers look more like pliers 


an instruments for the treatment and cure of 


Dr. William 
the difficulties 


thei) 
ars ago. As one views the well-worn leath- 


\ 1ir of loaned 


Delhi, give one an idea of 


saddlebagss, by 


which physicians carried on calling 


inv ve 
bags, he gains a mental picture of the 


i working, faithful family doctor riding off on 
horse to treat some sick child in the dark hours 
he night. 

Dr. J. B. 


Ol 


Richardson sent a pair cf 


A 
s states that they were used by 


“extracting 
fastened to the 
De. W.. E. 


his work 


the display. card 


on, father of Dr. Richardson, in 


2 icksmith and also filled the purpose of 


BOOK R 


Stomach and Duodenum: 
M. D., Illinois. 


Book Publishers, 1951, pp. 349. 


Claude 
The Yea 


Price, $8.50. 


; poof the by 
i" 


Welch, Chicago, 

The most common and important operations that 
performed on the stomach and duodenum have 

en selected for discussion in this new handbook 
yperative surgery. 

The recommended operations are those currently 
use at the Massachusetts General Hospital, but, 

sually alternative techniques that be 


may pre- 


rred in other clinics are included. The relative 
merits of these competing methods are briefly con- 
idered, and emphasis is placed on the indications 


various procedures. 
While in most instances the description of opera- 
tions is rather brief, splendid illustrations are gen- 
erously used to clearly and accurately portray the 
important steps in the various procedures. 
The of 


thoracic approaches in certain instances, and, con- 


author stresses the superiority trans- 
sequently, presents the technique that follows this 
type of incision as it is applied to the stomach and 
f{uodenum. 

The book is a well-written and splendidly illus- 
trated practical guide for those interested in sur- 
very of the gastrointestinal tract. 


WALTER F. BECKER, M. D. 


or 
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pliers in his gunwork later on. Dr. Richardson’s 
first permanent tcoth the 
eps. 


was removed with for- 
Dr. 
and allegedly used in extracting 


teeth in the days when a visit to the dentist was 


Also loaned by Richardson is something la- 


beled a “‘twister”’ 


really something to be feared. The instrument is 
hooked at one end. 

One of the 
late Dr. J. E. 


included in the exhibit. The bag torn at one end, 


first medical satchels owned Ly the 
Knighton, Sr., of Shreveport, is also 


contains, among other things, a box labeled “cat- 


gut.” 
“A Treatise on the Nature and Cure of Gout 
and Rheumatism,” dated 1819, is among the rare 


old medical books on display. A. P. Palmer of 1082 
Louisiana Avenue, dealer in old bcoks, loaned the 
volume. 

Anyone wishing to gain a clearer picture of the 
advances medicine has made in the past 100 or so 
years might do well to visit the display. He will 
after the 


that he is indeed fortunate to be living in an age 


realize, studying various instruments, 
when physicians believe in the elimination of pain 


wherever possible. 


EVIEWS 


Battle for Mental Health; by James Clark Moloney, 
M.D. New York Philosophical Library, 1952. 
ppl05. Price $3.50. 

In this small volume a_ prominent American 


psychoanalyst first stresses the marked extent and 
significance of mental! illness in the United States 
then the 


is apparent 


and for 
that 


“crusade” is to place the main responsi- 


emphasizes need 
work in this field. It 


cardinal 


constructive 
the author’s 


bility for mental illness upon current obstetrical, 
pediatric, and child rearing methods. Supported by 
scientific clinical, anthropological, and experimental 
observations, he urges the adoption of Cornelian 
Corner (reoming in) procedures and more permis- 
sive mother-infant relationships in place of present- 
day maternity methods. 

The section on the emotional needs of the mother 
and the newborn is excellent, and the compilation 
of mental health 
reference. 


statistics is a valuable source of 


Some will dispute the paramount importance that 
the author places uopn the neonatal period in sub- 
sequent mental health. The of this 
book is diminished by Dr. Moloney’s somewhat vir- 


effectiveness 


ulent attacks and categorizations of the opponents 
of his ideas. 

Nonetheless, this book should stimulate consid- 
erable thought and especially should be read by all 
those concerned with the controversy over rooming 
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in procedures and 
children. 


more permissive handling of 


GENE L. UspIn, M.D. 


Visceral Innervation and Its Relation to Person- 


ality; by Albert Kuntz, Ph.D., M.D. Springfield, 


Ill., Charles C. Thomas, 1951, pp.viii and 152, 
figs. 31. Price $4.50. 
The author of this monograph in the series 


American Lectures in Anatomy is widely and fav- 
orably known for his investigations on the auto- 
nomic nervous system and for his useful reference 
work, Autonomic Nervous System. He is eminently 
fitted for the task that he set out to do in pre- 
senting here a “brief and simple account of the 
anatomic and the functional relationships of the 
nerves through which the visceral organs are in- 
nervated and the central neural mechanisms which 
are concerned with visceral functions ” This 
material is provided as background for discussions 
f the role of the viscera in emotional expression, 
the influence of visceral stimulations in emotional 
experience, visceral reactions in emotional states, 
and emotional reactions to visceral dysfunction. 
The coverage of 
indicated by the of chapter headings: 
general plan of somatic and visceral innervation; 


the volume 


sequence 


present may be 


the autonomic nerves; reflex and integrating cen- 
ters and central conduction pathways concerned in 
visceral functions; general physiology; innerva- 
tion of specific viscera; visceral neural factors in 
personality. A five-page selected bibliography is 
included. 

The book may be recommended to readers desir- 
ing an authoritative but account cover- 
ing the principles of structure and function of the 
autonomic system. 


succinct 


HAROLD CUMMINS, PH.D. 


Essay on the Cerebral Cortex; by Gerhardt von 
Bonin, M.D. Springfield, Il]., Charles C. Thomas, 
1950. 150 pp. illus. Price $3.75. 

In contradiction to the statement on the book 
jacket, the reviewer does not feel that this volume 
It is a highly 
condensed and technical presentation on the struc- 


will appeal to the general reader. 


ture, connections, and theoretical concepts of func- 
tions of the cerebral cortex. The effort to bring 
the concept of the physiology of the cortex in line 
with the concept of cybernetics seems to this re- 
viewer to be a laudable one. 

D. A. FREEDMAN, M.D. 


Callander’s Surgical Anatomy; by Barry J. Anson, 
M.A., Ph.D. (Med. Sc.) & Walter G. Maddock, 
M.S., M.D., F.A.C.S. Philadelphia, W. B. Saun- 
ders Company, 1952. 1074 pp. Price $14.00. 
Long a favorite of residents and busy practi- 

tioners, eleven years have elapsed since the appear- 
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ance of the second edition. Due to the death of D 
Callander, this 
Northwestern 


revision has been carried out 
Dr. Barry Anso 
Professor of Anatomy, and Dr. Walter Maddoc 


Eleock Professor of Surgery. 


University by 


Subject matter and the order of its presentatio 
have been retained essentially as in the second ed 
tion. The orginal plan of orienting anatomical fea 
tures to certain pathological and clinical conside) 
ations has also been preserved, although as th 
authors have pointed out, detailed surgical tech 
nique is not stressed due to the possibility of suc 
technique becoming rapidly obsolete. 

The most valuable additions to the new editio: 
are the illustrations reproduced from Anson’s nun 
erous articles on surgical anatomy published ove 
a period of years in Surgery, Gynecology, & Obstet 
rics. These cover a very wide range from the oti 
capsule to the sciatic nerve. Particularly outstand 
ing are the illustrations of radical neck dissection, 
stellate ganglionectomy, variations in the origi: 
of the bronchial and cervical esophageal arteries, 
variations in the renal and suprarenal arteries, and 
variations in the structures of the hepatic pedicle 
It will be remembered that Anson collaborated with 
McVay in the description of the anatomical con- 
siderations pertinent to the much discussed McVay 
operation for inguinal hernia. These considerations 
are illustrated as well as those bearing on the 
present trend toward more radical resection in 
neoplasia of the left half of the colon. 

Callander’s has always been a standard text; the 
present revision is well calculated to keep it abreast 
of modern surgical practice. 


H. R. KAHLE, M.D. 


The Skull and Brain Roentgenologically Consid- 
ered; by C. Wadsworth Schwartz, Ph.B., M.D., 
F.A.C.R. and Lois Cowan Collins, B.S., M.D. 
Springfield, Ill., Charles C. Thomas, 1951. 386 
pp. illus. Price $10.50. 

The sole purpose of this volume is to provide a 
source of ready reference for those who may be 
called upon to examine roentgenograms of the 
skull. The authors have collected 
the most frequent conditions and have included 
rarer types of pathology to be employed in the dif- 
ferential diagnosis. 


illustrations of 


This volume consists of fifteen chapters and an 
index. Considerable attention is devoted to tech- 
nique, the normal skull, and variations of the nor- 
mal. The illustrations are especially valuable as 
reference in the differential diagnosis of the more 
unusual variations of the normal. 

The neoplastic diseases are divided into intra- 
cranial and those involving skull bones. The men- 
ingiomas, gliomas, and tumors of the hypophysis 
cerebri, and acoustic nerves are considered in sep- 
arate chapters. Typical lesions of each group aré 
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wn in the illustrations. Miscellaneous tumors, 
fectious diseases, and miscellaneous diseases of 
e skull are included in the last three chapters. 
This volume should serve as a rapid reference 
d atlas, as the work is well organized, the text 
clear, and the illustrations are excellent. 


J. N. ANE, M.D. 


Surgery of Peripheral Nerves; by Emil Seletz, 
M.D., F.A.C.S., F.L.C.S. Springfield, Illinois, 
Charles C. Thomas, 1951. 212 pp. illus. Price 
$10.75. 


Here is a practical anatomical and surgical atlas 
for quick reference in diagnosis and repair of peri- 
pheral nerve injuries. A short text supplements its 
most appealing features: 68 original photographs 
and many original drawings. The former show the 
superficial appearance and the latter the neuro- 
muscular units involved after peripheral nerve in- 
jury. Surgical exposures are generally good and 
depicted with great care by the artist Jean Mc- 
Connell. 

The author states that he personally observed, 
repaired, and followed the progress of 2037 peri- 
pheral nerve injuries at Wakeman Hospital Center, 
and that “the majority of them were followed to 
the point of maximum recovery.” Unfortunately, 
the results in these injuries are not stated. Many 
sound admonitions and technical notes are briefly 
given. 

The technical innovations most emphasized is 
the rerouting of nerves in the extremities from 
deep to superficial paths permitting closure of re- 
markably wide gaps by stripping motor branches 
proximally, if they supply proximal muscles, leav- 
ing the main nerve trunk free for relocation. The 
extreme degree to which stripping has been carried 
is new to the reviewer but appears surgically 
sound. The importance of early operation is empha- 
sized, with repair of injuries to nerves as soon as 
the superficial tissues permit. 

Related problems in differential diagnosis, plastic 
repair of deficits and the indications for amputa- 
tion are not discussed. 

Consideration of cranial nerve injuries is less 
complete than other sections and no mention is 
made of surgery of nontraumatic of the 
peripheral nerves or elective section of peripheral 


lesions 


nerves. 

Annoying confusions occur with functions flex- 
ion, abduction and adduction of the thumb. The 
llustrations amply indicate correct usage, but hur- 
ried reference is impaired by reading on page 29 
that the action of the volar interossei is “abduc- 
tion (spread) of fingers;” on page 32 that the 
adductor pollicis is innervated by the median 
nerve; on page 46 that the thumb is influenced by 
the flexors digitorum sublimis and profundis; on 
page 62 that the test for the palmar interossei is 
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abduction and that the abductor pollicis is inner- 
vated by the ulnar nerve. Several typographical 
errors also occur. 

Although the surgical anatomy of 
nerve injury is adequately presented there remains 


peripheral 


a distinct need for a more comprehensive presen- 
tation of the scattered studies on the remaining 
aspects of the problem. 


W. RANDOLPH PAGE, M.D. 


Instruments and Apparatus in Orthopaedic Sur- 
gery; by E. J. Nangle. Oxford, Blackwell Scien- 
tific Publications, 1951. illus. 231 pp. Price 42s. 
This book is a well written, well illustrated cata- 

logue of the various orthopaedic appliances as used 
in the treatment of bone and joint diseases. It re- 
flects many of the modern trends in splinting and 
bracing, and includes a concise discussion of each 
of the various types of braces. The section on prin- 
ciples of splinting and plaster of Paris technique 
are exceptionally well illustrated. Many of the 
braces illustrated are not commonly used in this 
country or at least are different from those used in 
this country. However, the discussion of fitting 
various types of braces is applicable to any par- 
ticular model or type of brace. Included is a chap- 
ter on plastics by John T. Scales which presents a 
summary of the various plastics, their chemical 
composition and their various characteristics and 
is an excellent reference to the variety of plastics 
which are being used more and more frequently in 
the fabrication of braces, supports and splints. 


JacK WIcKsTROM, M.D. 


First Annual Report on Stress; by Hans Selye. 
Acta, Incorporated, Medical Publishers, Montreal, 
Canada. 1951. illus. 511 pp. Price $10.00. 

This book is a compendium with some thousands 
of references of apparently all that appeared in 
the literature of the world relative to the over-all 
problem of stress. Naturally the bulk of the mater- 
ial is referable to pituitary-adrenal physiology. 
There is a chapter devoted to the stress concept 
which is probably more digestable to the novice 
than that given in the book entitled 
“Stress”. 


original 


ALBERT SEGALOFF, M.D. 


Immortal Magyar; by Frank G. Slaughter. New 
York, Henry Schuman, 1950. 211 pp. Price $3.50. 
The Immortal Magyar is the story of Ignaz 

Philipp Semmelweis, the Hungarian physician who 

is known as the conqueror of childbed fever. The 

inspiring story of the dedication of his life to the 
conquest of childbed fever is told with warmth and 
insight. His fight against puerperal fever begun 
in 1846, in a Vienna obstetrical clinic where he 
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and powerless to stop 
the spread and save the victims of this fever which 
was raging in the wards. After reading the autopsy 


found the doctors nurses 


report following the death of one of his colleagues 
from a dissection wound be suddenly realized the 
that the 
identical to the findings in cases of childbed fever. 


fact postmortem findings were almost 
Full significance of his observation followed care- 
ful investigation and led to a remedy. Opposition 
and obstacles met him on all sides and while he 
was able to apply his findings successfully at the 
Vienna clinic, political and personal persecution 
drove him out of Vienna only to meet more opposi- 
tion as he continued his life-saving task in Hun- 
garian hospitals. At the age of forty seven he died 
an embittered and angry man, his contribution to 
medical science never fully recognized during his 
lifetime. 


2uTH E. HARLAMENT 


The Photography of Patients, Including Discussion 
of Basic Photographic and Optical Principles; by 
H. Lou Gibson, F.B.P.A., A.P.S.A. Springfield, 
Ill. Charles C. Thomas Co., 1952. PI. 
118. 


illus. pp. 
Price, $5.50. 

Particularly welcome is this small monograph on 
the photography of patients, since it contains ma- 
has hitherto. The 
author is connected Medical Division of 
the Eastman Kodak Company, which has pioneered 


terial which been unavailable 


with the 


so successfully in all phases of photographic work. 
Especially notable is the inclusion of discussion on 
photography in color. Chapters cover not only fun- 
damentals, but information as to equipment and 


roll-film 
lens properties; positioning and lighting; films and 


space; making close-ups with cameras; 


filters; printing methods; paper selection, quality 


control and print quality. The book is well illus- 
trated to clarify the text. 


J. A. MEADE. 


The Management of Fractures, Dislocations and 

Sprains; by John Albert Key and H. Earle Con- 

well. St. Louis, C. V. Mosby company, edition 5, 

1951. illus. pp. 1232. Price $16.00. 

This revision of this monumental work on frac- 
tures is in many ways a distinct improvement over 
the previous editions with improvement in the qual- 
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ity of illustrations and revision of a majority 


the sections presented. 

Although there may be certain minor criticisn 
of the techniques for managing certain fractur« 
on the whole, this book represents an excellent rei 
crence for the management of the ever increasin: 
number of cases resulting from trauma seen 
everyday practice. It continues to represent or 
of the best references published in this country. 


JACK WICKSTROM, M. D. 
The Neuroses; by Walter C. Alvarez. Philadelphia, 


W. B. Saunders 1951. pp. x, 667. 
Price. $10.00. 


Company, 


In this volume a prominent Mayo internist at- 
tempts to provide a psychiatric manual for the non- 
psychiatrist. Drawing upon his forty-five years 
experience in medicine, Dr. Alvarez presents his 
understanding of and advice for the everyday emo- 
tional problems seen by all physicians. Unfortu- 
nately, too many of the author’s conclusions are 
based on empiricism and intuition. This book is 
primarily a documentation of his personal experi- 
ence in which he reasons from a particular case to 
a general principle in drawing conclusions. Dr. 
Alvarez evidence on heredity 


places much more 


than on environment. 

Dr. Alvarez’s thesis, that certain superficial 
forms of psychotherapy can at times best be han- 
dled by the general practitioner, is a commendable 
thesis and one that certainly bears emphasis. How- 
ever, it seems to this reveiwer, that the author has 
mainly succeeded in emphasizing that the most 
valuable psychiatric manual for the nonpsychiatrist 
remains Levine’s Psychotherapy in Medical Prac- 
tice. 


GENE L. UspIn, M. D. 


PUBLICATIONS RECEIVED 


Elsevier Press, Houston: Manual of Electro- 
cardiography, by Benjamin F. Smith, M. D. 

W. B. Saunders Company, Phila.: The Prin- 
ciples and Methods of Physical Diagnosis, by 
Simon S. Leopold, M. D.; Correlative Cardiology: 
An Integration of Cardiac Function and the Man- 
agement of Cardiac Disease, by Carl F. Shaffer, 
M. D., and Don W. Chapman, M. D. 





